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The  need  for  he.alth  personnel'  in  California  and 
recommended   targets  for  expansion  of  health  sciences  programs  are 
presented  in  this  report  prepared  for  the  California  Postsecond ar V 
Kducdtion  Commission*  Th^  report  focuses  on  the  role  of  physician^. 
Bid-level  pi^act itioners,   nurses^   pharmacists,   dentists,  optometrists/ 
dnd  heal,th  science's  edudation.   Supply  trends  and  projections^  demand, 
utilization,  cliixical  training,   and  special  problems,  and 
I -^commendat  i9ns  are  considered  for  each  field,    P^ytinent  national 
legislation  is  assessed  and  it  is  suggested  that  the*  truf=^  impact  of 
this  legislation  wrill  not  be  felt^on  th^   state  level  for  at  least  a 
decadf*.   The  effect  of  prof ^^ssional  liability  insurance  rate  increases 
on  patterns  of  physician  practice  are  also  presented  for  the  State  as 
*^li  as  the  im.pact  of  national  health  insurance  on  health  Manpower. 
HA^lt h. sciences  education  programs  are  discussed  focusing  on  the 
needs  of  fhe  health  caro  deliv^^ry  systeifa  :that  ar  e  ,am  ^^na  ble  tc  change 
via  the  >ducational  system,   and  needs  of  the  educational  system 
itnelf.   System  changes  that   are  recommend  3d  in  the  education  field 
include  improved  practitioner  attitudes  toward  primary  care,  and 
prevention  of  disease  through  patient   and  healt h  education.    Data  for 
hralth  services  professionals  including:   ge  ogra'ph  ic  distribution , 
tir^ld,   ahd  speciality  are  appended  as  well  as  a  list  of  accredited 
h-:ai^h  pJofessions  schools  in  Call  fornia  and  ciegraes  conf  err^^^^d.  An 
explanation  ot  the  basiq  proi^ict  methodology  is  also  included; 
(SF)      .     ,  .  . 
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I.    INTRODUCTION  AND  BACKGROUND  OF  SimDY 


rjfUDV 


1.     INTRODUCTION  )    ^  - 

It  is  always  tempting  ror  those  of  us  who  have ^een  given  the  opportu- 

^  '  .        •  ' 

nity  to  pre^pare  a  report  on  health 'mianpower  to  idealize,  the  situation — to 

»  '       .  >> 

make  projections  of  a  perfect  health  care  delivery  system,  .picturing  ar- perfect 
mix  of .  prof-essionals  a^d  auxiliaries  working  in ^an  efficiently  organized  Ser- 
vice delivery  envir6nihent..     If  the  above  assumptions  were  true,  there  is  no 
doubt  that  our  need  for'Jfiealth  manpower  coulrf  drop  drastically  from  fthe 
current^  level.     The  fact  ifi  we  do  ^ot  eVen^-^me  rfear  an  efficient  system, 
but  instead  we  have  an  illogical  combinartion  of  healtjuvorkefs  who"  ^i'^ve  pro-  ' 
liferated  at;  different  times  in  an  unplanned:  ^apner*  XThey  worlc  in  a  garnet  ^  "'i 
*  of  uncoordinated  institutions  and  agencies. 

To  pjed^dt  the  need  for  health- perspfmel.  for  ou^  Sta5te':=,  .*he  asriTumptions 
of  how  health  care  service  will  -be  organized  and  delivered  and  the  degree  of 
re'^ponSibility  ^  the  consumer  will  take^  iri^ caring  for  himself  must  be'inade. 

Ali:hough  we  can^  be  justifiably  proud^  of  the  advancements  we  have  made  '  , 
in  health  care  technology,  we.ag  a  nation  give  little  thought  to  co6rd4.nated 
laealth  pTanning.     Self-impose^  risks  and  the  environment  are  the  principle 
.    underlying  factors  in  each  of  the  major  he^l«th  problems  today — heart  disease, 
cancer,  accidents,  "drug  abuse,  and  emotional  illness^    It  has  often  been 

■-'I      •    ■  ,         .    -     -  ■    ■      -  '  •■ 

asserted,  f or  ej^amgle',  that  changes  in  the  socio^c/)nomic  and  cultural  environ- 

.  .  • 

^  ment  affecting  everything  from  diet  and  housing  to  life  stx^e,  hAve  a  far 

.  '   ■  V         \         ■     •  '  ,       '  ' 

greater  impadt  on  health  status  than  all  the  acute. health  health  care  ser- 

■  I      '        .        '  ' 

vi-ces,  which  suggests  that  the  nation^ s  health  providers  should  concentrate 

/  •      '  *  .  ■  '  ■  .  .•■  \'  >. 

on  changing  health  behavior  by  il\ldividuals .  It  also  has  become  cleat  in 
jecent  years,  that  only'by  preventing ^^isease  from  occurrinjg  rather  than 


treating- it  later  ca<i  we  hope*  to  achieve  any  m^jor  impbo^ment  in  the  rfation* 

•    ■  .     ^  ^      '      '    .   -      '  /  V/  ^ 

health*-         '  ^  ^  .  *  ^ 

Vdctor  R.'Fuchs  in  his^  book,  Who  Shall  Live,  Health,  Economics  and 

Social  Choice,  said,  "In  a  sense  medicaj,  care  is  to  health  what  schooling  is 

to  wis-dom:    jNo_  society  cqp  truthfully  promise        made  ^v6rybne  wise,  but 

soj;:iety  can  make  schooling  freely  available.     0iir\goverr|ment ,  could,  if  it;* 

wiahed  to,  come  Cjose  to^  assuring  access  to  medical  care  *f or  all  persons. 

But  ,no  government  now  or  in  the  foreseeable  future  can  assure  health  to 

[      '     '  '    '  "     ■ " 

every  individual.'^         •  '       *    "        ,    7  ^ 

There  are  heayzh  problems  that  cannot  be  solved  solely  by  j^roviding 
hpealth  services  but  rather  must  be  attacked  by  offering  the  California 
people  protection,  information,  and  services  through  which  they  will  them- 
seLves -become  partners  with  health 'prof essionals  In  the  preservation  and 
enhancement  ^af  their  vitality  so  that  they  wi5l  live  full,  *h,appy ,  lo^g  ^d 
illness-free  lives.  .  :  ^ 

If  th&  California 'government  were  to  give  a^  much  attention  pre- 
vjentive  ca^e,  the  environment,  and  life  style  as  it  has  to  the  financing  of 
sick  cafe  organization^  then  all. avenues  to  iiiaproved  health  would  be  pursi^ed 
with  equal  vigor.  .  / 

Organized  prog;^ams  for  improving  consumer  health  behavior  and  habits 

should  ^be  given  top  prl^ority,  moral  and  financial  support.         ,  • 

'  '  !   '  "    ■      .        *  .    ■  /  • ; 

•It;:  i^  important  to  recdgnize ''that  there  ara.  alternative  patterns  of  . 
delivery  of  he>l&h  services  and^hat  they  impact  "differently  on  health, 
manpower.  '  •  •     '  ... 

This  studx  follows  the  assumption, that  the  current  mode  of  delivery 
is  essentially  si^k-care  oriented  and  is  likely  to  continue  that  way.  With- 
o^t  substantial  intervention,  at  the  state  and' national  levels  to  steer  ^t  in 

■  \  9 


other  directions,  the,  change  away  from  thi^s  mode  of  delivery  trllX  be  slow^  - 
^         Ondet  these* assumptions^  the  state  of  California  wl^l  undoubtedly  ' 
iieed  to^ produce  significant*  numbers  of  primary  care  physicians  and  perhaps  • 
'  a  .f ew  allied  health  care  personnel.     There  would  be  little  need ' for 'increas- 
ing  the  output  bf  environmentalists,  Jtiealth  educators,  medical . care' admin- 
istritors,  epidemiologi^sts,  public  health  nutritionists,  and  so  forth  except 
to  fill  existing  shortages^  '  •  f^'*"'^ 

'    ^  -  •  '  "  /  '  %     r      ■  * 

If  the  assumpiton,  on  the"  other  hand,  was  that  we' would  encourage*  the 
patterti  of  health,  care  daJLlvery  to  be  along  the  lines  of  large  comprehen- 
sive  p^e-'payment  practices^  e.g..  Kaiser,  then  Calif omiia. would  need  to 
*  produce  different  mixes  gif-  health  care  persannel' -  fewe^r  physicians,  more  . 
nurse  practitioners,  and 'Other  allied  iiealth  care  personnel,  and  certainly 

-'^  ■       ■    ■ .  '  V  ■;     A  ■  .  ■■  - 

additidnal  healtJ^^K^re  administrators,  ediicators, Epidemiologists,'  etc* 

If  we  move  tbn^he  so-called  "socialist" /model,  the  mix  of  personnel^  ^ 
^and  Resources  changes  again,  in  the  direction  of  #^wer  traditioaally  trained 
M.D^'s  and  increasin>gly  larger  numUe'as  of  allied- health 'personnel  and  public 

-health  trained  professionals^  , 

'  >  ■  ■        ■  ' 

It  is^difficult  to  be  precise  when  asked  the  Question,  "What  impact 

^  ^  -  r  *  /      ,  ■  .         .  . 

does  prevention  have, on  sick  care?"    -Answers  are  equally  impre^cise  when  the 

question  i^,  "What  impact  ^ofea^sickn^ss  care  have  on  health?" 

1    -  ■  ,  ^  *    '  ■  '  ^ 

History  is  replete  w^th 'evidence  that  prevention  cdn  impact  health 

^  '  *    ■      ■     '  ^         ■  ■       ^  '    ^  ■  - 

in  dramatic  and,  most  importantly ,  in  lasting  ways.     There  is  little  con- 
troversy  remaining ^tiat  f louridation  will  decrease  tooth  defc^y  by  upwards 
of  60%,  nor  that  reducing  cigarette  consumption  will  lower  "cancer  an4  cardio 
vascqlar  d^^ease  mortality.     The  latlter  example  is  extremely  important  since 

/  { •     '  '  '  r  ■ 

we  have/entered  an  era  in  w^iich  the  behavior  patterns  of  the  individual  are 
the  most  important  factor  in  his  medical  history.    A  lot  more  lives  - 


\l^earning  how  to  li^e  with  stress  than  by  having  heart 


s 


would  be  prolonged  by 
transplants. 

^  Perhaps  an  example  will  help  to  focus  the  point  I  am.  tirying  to  make, 
Letis  take  the  problem  of  high  mortality  resulting  from  traumatic  injury 
.in  automobile  accidents.     If  we  take  the  6f4.ckVa're  model  and  the  small 
practice  mode  of  deli^ry,  we  would  recommend  that  we  train  enough  emergency 
care  M:D. ' s  tc^staf  f  emergency  rooms  in,  hospitals  located,  along  major'' high^ 
ways.    We  would  nejed  to  train  ancillary  emergency  room  personnel,  the  numbers 
depending  on  th^  number  and  locati^  of  the  emergency  rooms..   If  we  took^ the 
sick  care  model  buf  a  l/arge  emergency  delivery  mode,  we  might  significantly  '  ' 
reduce  the  number  o^/aiergency  rooms /^emergency  physicians  and  allied  health  ' 


personnel  required      ^putting  resourdes  into  airlifting  victims  to  f^er 
c^ntr&lly  located  emergency  centers ^  much  as  is  done  in  warfare.     If  we  toolc 

a  preventive  model,  v^-wwld  determine  that  speed  is  the  prime  determinant 

"  .    j  ... 

of  the  severity  of  injury,  reduce  the  speed  limit  and  hire  a  few  highway  ^ 

•       .  •    ' '  i  r  ■  ■  •  .      ■  •  '  ;  '  '  ■  • 

patrolmen  to  enf  orce(^  the  law. 

The  point  ^is  siiiply  that  when  trying  to  predict  the  need  for  health  ' 
care  , personnel  and;*  it:h|  need  for  expansion  of  the  health  science  programs, 
critical  and  sustained  study  needs  to  be  given  to  a  full  expo^^rtion  of 
the  assumptions  under  which  we  are  operatin^g,  and  to  exhaustive  discussions  - 

of  alternative  njethods  of  delivering  the  services  that  those  assumptions 

^-  '    >  ■  .  '  '  .     .    •  • 

dictate. ^   A  State'policy  to  provide  the  assumptions  of  choice  for  Califor^ta 

,  ■  ■  ^  ■     ■         ;      -  f  ' 

is  therefore  strongly  urged. 


'  '        ,  '  2.    OUR  ASSIGNMENT    '  •  ^  T     '  '         .   .  - 

A  •  ■ 

The  California'  Postaecondary  Education  Commission,  in  cooperation  with 
•and  using  the  staff  and  abilities  of ,  the  Departm^t  of  Health  Mampower  Unit,  .' 
and  utilizing  the  appropriate  personnel  of  the .University  of  California,  will 
provide  the  Legislature  atid'the  Govemo.r  with  a  report  by  April  1976,  on  the 
needs  for  TJafious  categories  of 'Jiealth  personnel  in  California  (Including 
physicians,  mid-level  medical  practitioners,  nurses,  pharmaci'^ts,  dentists  an^ 

optometrists)  and  recoimnended^  targets-  for  expansion  of  health  sciences/ 

■         >  -        .  -  ■ 

programs  iA  ^California.  -  The  report  should  provide  consideration  of  the 
following:         •  ^  ■■       .   ^  ,     ^  - 

1.  The  likely  impact  of  National  J^ea^th  Insurance  on  the  need  for 
categories  of  personnel^;   ^  .  - 

2.  The  'likely  migration  pattepis  -of  health  perspnnel  to  and  from  ^  - 
California;-  ^      .         '  * 

3.  '    The  needs  for  particular  specialists  within  categories  of  personnel; 
2*.    The  substitutability  of  mid-leveL  practitioners  for  physicians  and  > 


dentists.     .  i  ^  .  . 

5.  The  need  for  aSditiottal  State-fUnjied  ^rojgrams  to  train  the  piersonnei" 
required;    ..  *    .     *  ,  '  . 

6.  ^^  The  appropriate  location  of  clinical  training  programs  to  meef 

public  policy  objectives  of  decentralization,  to  benefit -region^* 
in  the  State,  to  attract  practitioners  to  underserved  areas,'  and 
^     to  utilize  existing  clinical  resources; 

*  ■'  ■     ,  -  ;  i 

7.  The  adequacy  of  educat;ipnal  opportunities  for  Calif omians  ^n  the 

healt\h  sciences;  and  < 
*  •      ^  .  '  • 

8r.    Recommended  enrollment  totals,  taking  into  account  need  for  perspnnel 

.  <  _  •  .     ,  ^   '  .  ■  >' 

and  educational  opportunity  issues.  *^f^ 


3.    APPROACH  OF  THE  STUDY    ^  ;  ^ 

*      ■  "**'••  .  >    .  ^ 

A  report. of  this  scope  and  magnitude  cdlild  not  be  written  In  six  months 
.  ■    *.  '  .  '  * 

without  a  great  deal  of  professional  a,d\rice,  consultation,  and  assistance  from 

individual  experts  in  various  areas  Of  health  manpower  and  education."  Certalnlj^ 

tjiere  was  ^no  time  for  on-jAe-job  training  for  anyone  .assocjfated  with  this  study. 

The  study  is  designed  to;   '  *  *  .   .  , 

1.     Examine  some  of  thd' Important  occurances  in  national  legisl^afion  th^t'- 
potentially  may  change  the  Remand  for  health  services  in  Califcmiia. 
The  asstgnD#nt  specifically  asked  for  information  on  National  Health 
Insiirancer    We  have  expanded  this  to.  include  two  other  issues  as  well : 

a.  National  Health  Manpower  I^egislation,  and  ^ 

b.  Prof essionaj.  Liability  Irisurance  Premium  Increases, 
which  may  affect  the  future  supply  of  health  manpower  in  the  State\ 

2..  Translate  the  potential  increase  in.  demand  for  health  services  to  the 
demand  for  health  manpower  in  five  major  areas  (M.D.  ,D.J).S.  ,  etc.)  by 
examining  the* supply  of  health  manpower  from  the  State's  educational 
programs,  the  migration  issues*,  and  the  substitutability  of  mid-level 
practitioners . 

3.     Examine  the  educational  opprotunity  issue  in  regard  to  health  sciences 

p 

educational  programs  and  consider  their  adequacy.        ^  ^ 
Five  healthy  professional  associations,  were  c-ontacted  to  assist  in  pro- 
viding  data,  information  and  papars  for  the  study  as  well  as  giving  the^liro- 
fessional  points  /9f  view.     Contact  persons  or  small  Qommlttees  frpm  each  organ-  i 
Ization  worked  closely  with,  us.         *  . 


Educators  in  each  of  the  fields  were  also  contacted. 

Individual  experts *in  each  of  the  following  areas  were  engaged  as  asso- 


elate  consirltants  to  assist  in  the  examination:  of  : 
1.    Health  Policy  and  Legislation 

•  '  ■  *• 

2%     Suppl/  and  Demand  Projections 

<  1  .  .  •  ■  ■  *  f      ;.  (• 

3,    Migration  and  Specialty  Issues  ' 
^         4. "  Mid-level  Substitutability  ;      >  * 

5.  .  Educational ^Opportunities 
These  individilald  gave*  a  .broader  sC«l^  to  the  study  across  occupational 
lines  with  their  input •  •         '  .  •    -  ^ 

Tvo  further  expand  the  Involvement  of  peirsons  in  the  study,  400  ^ 
individuals  with  backgrounds  in  health  planning,  health  manpower  planning, 
health  manp^ower  education,  health  legislation,  employment  of  health  manpower, 
third-part  payment,  health  professions,  and  consumer  interests  were  invited 
to  attend  the  California  Health  Manpower .  Forum  on  December  5,  197^!^;  They, 
diacussed  material  generated  for  the  study »up  to  that  point  (2  months  into 
'the' study).     Many  useful    comments  were  hear^  at  the  Forum.     In  addition, 
wtitten  cdmments  were  received  from  45  of  the  participants  at  .a. later  date. 

'  y  ■  .  '  ■        ^'  ■  .  ' 

A  separate  Forum  ^report  has  been  prepared. 

Finally^  a  steejping  committee  was  established  to  provide  advice  on  the 
study.    This  comnilttee -consisted  of  representatives  of  the  State  Legislature, 
public  and  privatje-* schools  and  itistitutions,  arid  other  state  agencies  con- 
cerned with  health  sciences.    The  eight  members  of^.  the  committee  offered 
much  advice  and  guidance.  , 


4.   METHODOLOGY  \  - 

A  major  program  objective  of  the  Division  of  Manpower  Intelligence  of 
the^Bureau  of  Health  Resources  Development  of  the  National  Institute  of  Health 
during  the  2*$.  years  of  its  existence,  was  the  analysis^'of  current  and  future 
health  manpower  resources  and  requirements. 

An  Inventbry  of  Jiealth  Manpower  Models  and  An  Analysis  of  Health  Manpower 
Models  were  published  as  the  result  of  their,  effort  to -develbp  impi'oved  . 


.techniques 'and  analytical  toola  in'prusujtt  of  the  above  objectives.    A  detailed 
description  of  the  56  health  manpower  models  was  evaluated  in  depth..  The 
usefulness  of  the  models  wer^  evaluated  in  tenns  of  applicability,  generalj 
validity,  and  opierational  feasibility.    Thes^  manpower  models  were  assessed 


i^y. 


individually  by  the  Health  Manpower  Study  Office  before  final  selection  of  the 

■  "■   .  •  #■  .  ■*        •  ' 

current  me£hodology    was  ipad^. 

One  of  the  considerations  related  to  the -available  data.     Data  were  sought 
from  national  and  state  professional  organizatipns ,  licensing  boards,  publica- 
tions, university  administrations ,  and  jst^te  and  federal  agencies.    An  over^ 
view  of  this  effbrt  revealed  the  following  deficiencies:  " 

1.     the  same  kinds  of  data  are  not  collected  for  all  health  professions; 
'  2.     data  collected  or  analyzed  from  year  to  year  and  even  month  to  month 
are  not* compatible- because^of  a  lack  of  uniformity  in  format; 

3.  different  dates  are  used  by  different , occupations  for  collecting  data; 

4.  reliability  of  some  data  is  questionable;  large  dlscrepencies  often 
occur  between  two  sets  of  data  'received  from  two  different*  agencies, 
or  even  data  received  at  two  different  times  from  the  same  agency;  an(J 

5.  Several  needed  data  for  utilizing- certain  models  were  not  available ^ 
at  all.     '     .  ■        ^  ^      .  . 

The  limitation  of  data  affects  the  selection  of  models  for  analysis.  ^ 


Acting  as  a  consultant  to  the  Health  Manpower  Study  Office,  INTERPIAN, 
Inc.  of  Santa  Barbara,  developed  and  applied  methodology^  for  projecting 
.    thfe  future  supply  and  migration  patterds  Tor  five  health  personnel  categories 
registered  nurses,  optometrists,  phaxnnacists ,  physicians  and  dentists. 

The  results  of  the  projtfctiTjns  and  analyses  based  on,  this  metho.dology 
Include  base  case  prbjections  for  each  category  and  analysis  of  the  ^ensl- 
tivity  of  these  projiections' to  changes  in  .the  factors  influencing  future  ' 
supply:    Summaries  of  the  base  case  analyses  and  sensitivity  analyses  are 
presented  in  Appendix  D.     Also  included  are  detailed    descriptions  .of  the 
methodology,  assumptions  and  data  used  I^tT  the  base  case  projections.  ^ 

^^^ppendix  D  also  contains  summary  tables  and  copies  of  the  computer  print- 

/;'.-.* 

outs  of  each  of  the  seniaitivity  analyses  performed  with  a  computerized 

•  .'    ^  ' 

version  of  the  models.     Appendix  D    consists  of  several  sections  that  were 

.1  '  i'  ' 

vri4:t.en  as  self-contained  units  to  facilitate  their  incorporation  into  the 

^  final  report.     For  this  reason,  the  reader  will  find  a  certain  degree  of 

repetition  in  the  narrative  of  the  individual  sectj|Lpns  of  this  report. 

Projection  Methociology  Overvfew  .  ,  ' 

The  gl^neral  methodological  approach  used  to  project  future  supply  for. 
each  of  the  manpower  categories -considered  in' this  report  is  to  estimate 
additions  to  the  current  supply  of  trained' health  personnel  from  the 
.  expected  flow  of  new  graduates  and  to  estimate  losses  from  death  and  re- 

tirements.     The  sum  of  these^two  factory  produce  the  net  increase  in  total. 

.   ,  '  ■■-  '    .   .  ^^^^---^ 

supply..  ,     *  %  - 


In. applying  this  method',  explicit  allowance  has  been  made  for  both 
out-migration  6f  ^California  graduates  and  the  in-migration  of  graduates 
trained^  outside  the  State,  as  well  as  for  the  rate  of  growth  of  output  of 


gra<w4t04^^^^  State  and  outside  the  State.     In  applying  tlieSe  ton- 

*    '  ,  .  ^    *       i  *  .  .  • 

ceptB-,- a  compujterized  version  of"'  spcfcific  models  in  ^ach  bf  the  five^ 
categories  of  hjealth  .personnel  %nd  projections  jw^re  made  rectirsivfely*  for* 

each  year  from  1975,.  to  1990.     The  model  used  for  6ach  of  the  categories 

^     •       ■•  ^    '  '  .,        ■  ^: 

is/iescribed  i]ci  detail  in  Appendijx.  D^v  '  /. 

L#       The  resulting  ^Uj^Jy  projections  are  made  independent?  of. any  cor-  # 

.sl^g^ations  (^T^demand^  need  or  want^.   One  e^^ceptlon  is  the  base  ca^e  .  - 

dentist  projection  which  was  modified  for  demand  .considerations  asi  described 
^  \   '  »  ■ 

.     •  -  ^   >.  '     ,  . 

below.     Thus  the  re^u^Lts  must  be  viewed  in  the  context  of  their  preparation; 

nainely,  as  one  of  a"  series  of  parallel  ai^ajytical  ef  forts.     For  organiza- 

tional  purposes,  its  was (Considered  necessary ' and  analytically  feasible 

to  consider  supply  and 'requirements  independently.- 

Although  it  is  possible  t<^  raise  a  nuinber  of  valid  considerations  to 

support  the  position  that  the  supply  of  manpower  is  largely  unaffected  by 

demand  Considerations  in  the  short-term  (i.e.,f^that  'supply  is  inelastic 

in  the  short-run  ,^ljowever  defined),  the  analysis  of '  supply ''independent  of 

demand  was  carried  out  mainly  for  administrative  convenience.  * Oaly  minor  . 

attention  is  givten  to  major  aspects  of  the  influences  of  demand  on  supply.  ^ 

Other  factors  which  may  have  a  profound  affect  on  future  supply-if  they 

occur  to  a  significant  degree,  such  as  changes  in  productivity,  organiza-  ' 

t>o\^l  changes,   (e.g.  Health  Maintenance  Organizations),  new  developments 

in  health  insurance,  licensulre  review,  and  ^sk  delegation,  to  name  but 

a  few,  are  not  speci'f ically  addressed,  except  thritigh  the  sensitivity  ' 


analyses 


Tlie  distincjtion  betweep.  the  need  for  medical  services  and  demand  is  well^ 
recognized.     Broadly  speaking,  "need"  refers  to  medical  services  that 

fied  as  nWessary  for  good  h^CLU?;  - "wants" 
lay  Individuals  desire;  and,  "demand"  '  / 
is  the  care  individuals  both  desire  and  are/willing  and  able  to  pay, for*. 


professional  experts  have  identi 
are  those  medical  services  that 


Further^,'' the  methodology  used  does  not  consider  the  impact  of  any  one 

manpower  category  on  the  supply  of  other  related  health  personnel  projec- 

-  •    ^  *  *     *  .  . 

tions,  sucl^  as  'the  pos^^le  effect  of;  a»l6rge  increase  ii>  allied  hjl^alth 

'  -      ^       '  \    '      \  '         ''J.  . 

ma'npowexL.^ri  the  supply  aitd  rieed^of  other  prof ession^l  services  or  the 

■  -  ,  \l  "  '     •      •        .  ) 

impact  of -^the  projected  number ,of  trained  profegsionals^  on  future  .entry, 

'migration  or  acnvlty  patterns  (except  as  implied  in  t'^ie  sensitivitx^ 

analyses^',  '  ^  '  "  \  -  y 

Migration  and  p*sible  changes-in  jnigration  patterns  are, -of  course,  \ 

of^  particular  interest .     QualitativeV  assessments  of  ,|:he  impacts  of  key  ^ 

economic,  sociological  and  policy-related  factors  play  an  important  role 

in  any  comprehensive  analyses. of  health  manpower  supply.     However,  the  v 

projections  in  ^shis  report  are  largely  quantitative  baselip^  projeotions 

"•    .         •  \         _         ■  •      ,    ■     ,       :  ■■,1.  \^ 

{)r^<3icated  on  the  continuance^f  o^bserved  hJstotic  patterns.     The  results  y 
^ are  intended  to  giVe  a  reference  point  for  policy  analysis  and  decision- 

making, '^and  represent  a  point  of  departure  rather  thaVi  utlimate  statements 

^         ^      \  -  .  *  '  \  ' 

on  future  healthv manpower  supply  in  California, 

-  '  '  ■       '  ' 

Data  and  Assumptions  * 

V       Relative  to  the  magnitude  of  the  problem  being  addressed,  the  an'&lysis 

for  this  report  was  conducted  in  a  very  short  time  period  of  about  six 

»t    ■        ■        \  '      ,  ■ 

months  with  limit^  resources*  '  As  a  result,  it  was  necessary  to.  use  only 
idata  readily  available  wl^thout  embarking  on  any  major  ef  fort '  to .  collect 
additional  data  br  even  refine  the  existing  data  set  to  any  great  extent* 
As  a*  result,  there  are  several  cases  where  simplifying  assumptions  needed 
to  be  made^    As  an  example,  %t  was  assumed  in  the  base  case  projection, 
for  pharmacists  that  all  California  graduates  took  up  practice  in  Cali/fornia, 
An  attempt  .was  made  to  explore  and  clarify  the  unceijtainty  implications  of 


these /simplifying  assumptions  with  the  sensitivity  anialysis,  '  However, 

it  will  be'd^ar'to  the  car4£ul  reader  thatj there  6re  m^ny  important  ' 

*  -  ■  ■     ^  •  - 

*        ^       '                                *  ''•11'' 

ar^s  requlrt^ng  further  research.  -  "  '  « 

•  V         ••  ^     •   .                ^  ^-             .•  •        •  ^  - 

Many  of  the  simplifying  assumptions  were*  necessitat^Sd  by  incompati*; 

Ijilities,  gaps  or  other  limitations  in  the  data  k^aUable.    However,  the 


methodology  , provides  a  well-defined  framework  for  specifying  m^ny  df  the 
key;  data  elements  of  a  data  set  needed  for  the  future  development  of  a 
comprehensive  health  manpower  planning  and  evaluation  metho(^logy. 


■  \ 
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'       ,  It^sumH^ries  and  recommendations-   '  r 
'  •  \  ^  a:.  sruSiMARi^g      ,   ,     "  .  '    •    ;  ' 

'    ^  *:       .i'.    THE  IMPACT' OF  FEDERAr'-HEALTH  MANPOVreR  LEGISIATION 

In  attempting  to  determine  the  impact  of -pe^pding  jfederal  health  njanpower, 
legislation  on  the  state  sjf  California,  it  must  be  kept  in  mind  that  the  iaw. 
V  which  is  finally  enacted  wilT  not  become  effective  until  1977,  at  the  earli6stl 


"jfhe  length,  of  time  required  t^o  'implement  Its  i^ndates  will  'va^y  according  to 

the  Specific  pt.ovi8i(^;  t^^^^    possibly^, delaying  their  full  impact  until-,  the^ 

f    ■  / '     ^^^^      ^       ■      ^       *     ,  ^         .  ».   •  jgj.'. 

1980  s.  '  The  impact  of  those  provisions  which  focus  on  medical  students  newly 

^  ■    ,  '  *  '  ^  ... 

enrolled  after  enactment  of  the  legislation  will  be  even  furt^b^r  delayed  by 
^e length  of.  the  physician  trainin||  process.  '  , 

Decisions  on  capitation  payments  are  likely  to  have  jthe  most  inn^diate 


zapi 


effect  on  the  medical  schools.     It  seems  clear  that  capitation  funds  will 

continue  to  be 'available  to  medical  schools,  . but  the  amount  per  student  could 

be'  reduced  and  the  requirements  for  receiving  the  payments  will  address  very 

different  issues' than  in  the  past.     In* order  to  receive  capitation  payments^ 

under  the  new  legislation,  medical  ;3chools  will  be"  required  to  shift  their. 

focuQ  from  increasing  enrollments  to  actons  which  seek  to  alleviate  problems 

.1  , 

oj^geographic  and  spjecialty  maldistribution. 

A  reduction  in  the  amount  of  capitation  paymejits  will  have  a  more  profound 
impact  on  private  medical  stools  in  California  which  cannot  rely  on  State  . 
funding.     Both    State  ^d  private   inistitutions   may  feed  Compelled  "to  compen- 
sate for  a  reduction,  in  capitation  payments  by  increasing  tuition.     Being  part 
of  the  Statje-support^ed  educational  sygtem,  the  public  medical  schools  in 


California  will  be  able  'tS  absorb  a  greater  reduction  in  capitktionVajrments 
than  thteir  rprivate  counterparts  in  the  State  before  having  ^^Mresort  to 
tuition  increases. 


Tbe  various  bills  currently  befDae  the  Congtiess.  differ  in  the  extent' •to* 
which  they  use  capitation  payments  to  achieve  federal  objectives^    fhere^  ftre 

/        .      "         ^  ^  •  .  .  •  X 

som^.p^rpposed  stipulations—such  as  ta,e  r.equirement  ihat  each  student  agtee  to 

provide^^service  in  an  underserved  atea  in  order  f  or  tlfe.  school  to  receive 

-  ^  \   '  •      "  \  .         •      '   J  •  ^  ^ 

capitdtlon.  funds—whic^i'  the^  medical  schqpls  in  CalJ.foiJni^m^  find  ^unpalatable, 

If  suc^.  requirements  w^re/eriacted  i^ito  , law,  the  medical  schools  in  Calif  orfiia  i  * 

refuse  to  comjsiy  and .  thus  sacT^ifice_  all  capitajtion  funding, Irp  thV^  ^V-'^^ 

instance,  it  isrireasonable  to  assumfe  that  all  schools,  public  and  pri\5^te,  X' 

woul^he  forced  to  increas^e  tuition*^   It  is  likely  that  those  provisions  pet- 

ceived  to  be  the  most  severe  or  an  encroachment  on  a^ school's  academic,  freedom 

will  not  appear  in_th*e  legislation^which^; emerges  fro?i  Congress;  but  .it  is  . still 

too  early^^^  predict  the  oufcome,     •       —  r'        '     \       ^    '    /         '  -  .  ' 

The^etaphasis  on  enrollment>lncreases  wh.ich  existed  in  federal,  health 

manpower  legislation  since  1968  and  was  encouraged  throUgh  capitation  payments 

in  the  1971  legislation,  has  bden  greatly  diminished  in  the  currently  pending 

'  '  '  ■  /       "  -  * 

bills,     Xhe  Congress  has  come  to  recogiLlze  that  increasing  the  supply  of  ' 

health  professionals  does  not  guarante^  improvem^t  in  their  distribution, 
either  geographically  or ^by  specialty ,    Many  have  reached  the  conclusion  that 
the  nation  now  has  an  adequate  or  even  excessive  supply  of  physicians'  and  that 
all  efforts  should  be  concentrated  on  redistribution-. to  improve  the  availability 
of  their  services,     .       *  •  . 

With  respect  to  enrollment  increases,  alternative  requirements  in  the 

* 

current  billS  range  from  maintenance  of  enrollment*  to  only  mode^^-t  increases. 


In  the  short  term,  neither  provision  yill  have  a  significant  impact  on  Califor- 
nia* A  problem  could  arise  in  the  future,  however,  as  a  result  of  California's 
reliance  on  physician  migration  from  other  states  for  a  substantial  portion 


^\)oi^  its  phyaiciansj.    If  states  which'^^^e^^  school 

*  .      '  ^         / "    >  / 

graduates  .to  other- states,  such  as  to  California,  develop  new  networks  of 

-educational  programs  focused  on  retaining  their  graduates,  'the  number- of 

^     physicians  ^niigratlng 'to  Cai-iforiii-a  in^  the  future  may^^^imini^h.  / 


It' is  reaSondble  to  assume  that  no  matter  •vfiich  bill'  is  enacted,  it  will 

fdency/ 


incorporate  a  requirement  .tUat  <at  least  50%  of  a  school's' affiliated  resfdei 
positions  be  in  the  pfiWry  care  specialti^s  'ofe  internal  Tned/cine,-  gen'eral  *"  \: 
^nd  family' practice,  pediatrics  and  'perhaps  obstetrics' and  gyn^olbgy.     The  ' 
provision  is  lik^iy^ to  allow  three  years  in  which-  to  phase  in  ihe  full  number 
of  primary  care  p<j[sitions.     The  proportion  of  all  residency  ^positions  in  the 
United  States  represented  by  internal  medicine,  general  and  family  practice 
aild  pediatrics  in  1973  was  38%.    'The  state  of  California  had  only  a  slightly 
higher  proportion  of ,  its  ^residents  in  the  primary  care,  specialti'^s thus  ' 
requiring  roughly  a, 6  to  10%  increase  in  the  number  of  first-year  primary  ^ 


care 'residency  positions  by  1980  to  meet  the  legislative  mandate,  \ 

A  major  impact  of  this  provision  on  all  schools  will  be  the  need  t!o  expand 
their  ambulatory  training  capacity  to  accommodate  the  increased  numbers  of 
primarry  care,  residents*     Such  expansion,  can  take  a  variety  oV  forms  ill  addition 
to  increasing  currently  existing  capacity;  within  teaching  institutions,  /  In 
California,  this  might  encpurage  decentralization  to  those  ar^as  where 
facilities  exist, which  have  the  capacity  to  participate  in  graduate,  training 
programs.     For  those  teaching  hospitals  which  are  ideated  in  inner  city  neigh- 
borhoods, the  possibility  of  expanding  ambulatory  Training  capacity  through 
neighborhood  clinics  could  improve  the  availability  of  setvices  to  inner  city 
populations  while  at  the  same  time  meeting  the  atnbulatory  training  needs  of 
the  teaching  prpgrams.     Moreover,  such  a  program  of  training  and  service  would 


o  ■  •  ■     •  .^     :.  •       ■  ^  ■  \ 
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r^espond  to  legislative  m^'nflatea  for  ImpijDvingyaccess  to  c^are  for  lyiderserved 


populations. 


The  ultimate  impact  erf  the  various  federal  health  manpower  polii(les 
.currently  being  p^fQposed  in  Ct)ngress  ma^^jatft^be  felt  for  a  decade  on  the  state 
level>,   The  federal  government  can^andate  and  provide  financial  supports-two 
vital  components  In  policy  develbptoent.  and  implementat-ion~but  .the  style  of 
the  •pirogr4ms .  will  depend  heavily  on  How  policies  are  interpreted  and  implemented 
at  the  state  uevel.     It  is  therefore  necessary  for  the  state  of  California 
to^'be^aware  of  federal  policies  which' will  affect  the  supply,  distribution  and 
practice  patterns  of  its  health  professionals  and  to  be  active  in  translating 
f^eral  policy  into  action  within  the  state  content.' 

As  of  March  l),  1976^  the  Senate  SubcyDmmit tee  had  postponed  its  scheduled 
.mark-up  of  the  Health  Manpower  Act  until ^March  22^     T^e  Subcommittee  originally 
planned  to  work  from  the  House-passed  version  of  the,  legislation,  HR  5'5A6. 
The  delay  •was  said  to  be  due  to  a  general  Congressional  slowdown  following 
Che  death  of  the  House's  .most  senior  member.  Representative  Wright  Patman 


(D-Texas) ,  according  to  a  Subcommittee  staffer. 


18. 


,2.     THE  EFFECT  OF  PROFESSIONAL  LIABILITY  PREMIUM  RATE  INCREASES  ON  PATTERNS 
,    *    \  OF  PHYSICIAN  PRACTICE  IN  CALIFORNIA 

^  f  Approach    -.  r  \  .  '  ./  • 

This  Administrative  Report  briefly  summarizes  the^  preliminary  results 
pf  ^rk  done  bjr-  Rand  during  the,  past  three  months  for  thft  California  Post- 
secondary  Education  Commission  on  the  effects  of^  prof essiona/Tiability 


premium  rate  increases  on  patterns  of  physi^;Lan  practice  in  California* 

Our  .  res'earch  has  includeti  the /following  tasks:'' 

'  ■*        ■  ,  *  *  *  • 

— Review  of  recent  literature  on  medical  malpractice ^ncluSing 

fede^ral  and  st^te  -reports,  and  hearings  as  well  as  periodical^  ' 

literature.  ^  '  .  ' 

'  .  ■      -  .  •  *  '     '  \ 

— A  letter  and  telephone  survey  of  medical  *and  specialty  societies 

in  California,  concentrating  primarily  on  .northern  California,  to 
determine.  t?he  effects  of  malpractice  increases.     As  of  this  writing 
some  response  has  been  received  fron||LLmost  4II  northern  California 
medical  societies. 
— Analysis^  of  sample  surveys  of  physician  practice  patteij^  conducted 
by  (1)  the  Office  of  the  State  Auditor  General  (referred  to  here-, 
after  as  Auditor  General's  Survey)  during  August  ;n[2)  the 
California  Medical  Association  in  December  (to  be  published  and 
referred  t;^hereafter  as  CMA  Survey)  ;  .  (3)  the  Department '  of  Health, 
and  ^(4)  ^Johnson  and  Higgins  insurance  brokers,  , 

—  Compilation  and  preliminary  ^analysis  of  data  from  insurance  brokers 
^     on  changes  in  premium  class  by  physicians  which  would  tend  Hio  re- 
flect changes  in  practice  patterns,         .  ' 

—  Compilation  and  analysis  of  data  from  the  Board  of  Medical  Quali'ty 
'^suranoe  on  licensed  physicians  in  California.  i  ^ 


19         2  I 

c 


— Compilation  and  analysis  of  data  on  trends  In  hospital  occupancy., 

before,  during  and  a^ter . the  physician  slowdown  In  the  San  Francisco 
^  Bay  area. 

— Compllatlol  and  prellnlnary  analysis  qf  data  prov4.ded  by  the  State 

Health  Department. and.  Medl-CaJ  fiscal'  Intermediaries  on  physician 

r 

.provider  participation,  and^pn  trends  In  use  of  physician  services.- 
—Preliminary  analysis  of  datflC  complied  by  the  Health  Manpower 

Development  'section  of  fhe  Health  department  on  practice  choice  of 

*■  ■  ■      •         *  .      ■  v  .        •  ■ 

..    Family  Practice  residents.  \  .  . 

\ — Compilation  and  preliminary  -analysis  of  data  on  malpractice  premium 
rates  and  suggested  rates  In  various  states.  > 

Limitations  '  "  , 

•  '  .  *ii  ■  ■  ■ 

This  report  presents  preliminary  findings  and  tentative  conclusions 
which  win  be  subjected  to.  further  analysis ,  refinements  and  revision.  It 
has  the" following  limitations:  ^  ,  ^ 

1.  ^Rate  changes  have  Qccurred  only  recently  and  it  is  too  early  .to' 
■'         '         *     '  '  »",♦.. 

get  a  comprehensive  statewide  picture  of  their  effects.^  .        .  ^, 

2.  Much^  of  the  information  we  have  gat^iered  is  from  surveys  of  ^ 
physicians,  medical  societies  and  specialty  groups  taken  during  a /time  of 
controversy  and  may,'  to  some  extent,  reflect  the  emotionalism  of  the  moment 

•  '  s  -  ■ 

and  only  temporary  attitudes  and  practice  changes.  .  - 

3.  Certain  changes  in.  physician  behavior  may  be^anparent  only'  after"^ 
more  time  has  elapsed  (e.g.,  changes  in  practice  location  choice). 

•  '     .  ■        <  ^  ■     '  ■      i  /r  ' 

4.  Data  concerning  the  effects  of  these  changes  Is  only  now  becoming 

.  ^  «^  •    V.    '  *        ^  . 

available  and  is  fragmentary. 

•       ^  'V,  -     ,^  ■     .  ••  > 

5.  We  have  not  completed  our  aria^lysig  o^  data  only"  recently  made 
available.  '  .'^     .  '     *         '  ,  * 


To  suraount  some  of  these  ^imitations  we^ have  focused  attention  on  . 
exa^iining  effects  of  rate  increases  in  northe^  California  where  'rate 
.increases^^occur^Hfl  first .    We  have  also  tended*  to  regard  survey  responses 
of  physicians  in  some  instances  as  a  likely  upper-bbiiad  indicator  of 
their  abtiohs;     Thus,  we  present  early,  evid^ce^of  changes  whi,ch  must  be  \ 

monitored  and  viewed  more  comprehensively  before  more -mature  cbiiclusions 

■^'4  *' 
«    '"^         *    *   "w,  • 

about  the  full  statewide  impact  df  aaipxactice  rate  changes  can  be  Icnbwn. 

■  ■■■ 

Conclusions  '  ,  4' 


-  .Our  preliminary  an^ysis,  based  upon' statewide  surveys  focused  primari- 
ly on  northern  California  data,  suggests  that  major  increases  in  malpractice 
ratea  have:  >  ,  * 

1.  not  yet  caused  a  major    movement  of  physicians  out  of  California;  - 

2.  not  yet  caused  reductions  in  the  annual  number  of  new  physicians 
licensed  to  practice  in  the  State;  ^        '  ^ 

:  3.     not  yet  caused  redufctions  in  the  plumber  of  out-of-state*  licensees ; 

4.  .  not  yet  caused  an  increase  Un  the  number  of  endorsements  by 
Califofn;La  physicians  to  practice  ej-sewhere;  .  *  >s^. 

5.  'not  yet  resulted  in  encouraging  graduating  California  Jamlly 
practice  residents  to  leave  California  and  set  up  practice  elsewhere; 

6.  not  significantly  reduced  physician  willingness  to  utilize 

^  •    '  ^  -  :     '  *  ■  :^  '  ■  ■    '^^  - 

physicians'   assistants;  ^  . 

•  •  .         ■'  v 

7.  not  yet  resulted  in  significantly  reducing 'theT  number  of  physi^^ 
cian  providers  serving  Medi-C&l  •patients  up  through  November  1975; 

»8.     not  ^resulted  in  significantly  reducing  the -availability  of 

physician  care  to  Medi-Cal  patients  in  San 'Francisco  and  the  East-Bay 

after  the  May  physician  slowdown;               '         ^  "  ^ 

■  ■        "  ■  t.                                        .     *  .  '  •» 

9.     apparently  not  resulted  in  discriminatory , treatment  By  Bay  Area 

,  \                  .    .  ,  •                                -  '            .  ■ 

.  ■  •  ■  ■         -         ■  :         '  \ 

,■21   -  ^     .  ■  ■  ,• 


physicians  of  Medi-Cal -patients  needing  hospital  c^e  during  the  May 
physicians',  slowdown;  .  \ 

10*     probably  encouraged  premature  retirement  of  a  few,  but  not  an  over- 
whelmingly  large  number  of  older  jhysicians  —  many  of  whom  may  have  been 
practicing  part  time;  *  ^  ,  * 

11.  probably  significantly  a.ffected  the  spectrum  of  services  provided, 
particularly  by 'family  practitioners,  many  of  whbm  indicate  they  have 
reduced  surgei^j|^^fe  obstetrics  and  by  other  specialists  who  appear  to 
have  reduced  surgery;  \  " 

12.  caused  frustration  among  family  p»ractice  residents  who  are  discouraged 
from' performing  obstetrics  and ^other-procedures  for  which  they  received 
residency  training;     ,  ■  - 

13.  .  probably^reducdd  the  availability  df  care  in  certain  rural  areas , 
particularly  obstetric  care  and  services  to  Medi-Cal  patients;  • 

14.  resulted  in  increased  exprei^ion  by  physicians  of  theix-unwlTIingriesr 
io  accept  new^  Medi-Cal  ^tien^^a  -amTreports  by  medical  societies  and 
publTc^oTf icials  that  few  physicians  in  many  northern  Califprnla  area's  are 
accept'^ing  Medi-Cal  patients  without  referrals. 

15.  potentially  improved  quality  of  care  to  the  extent- that  unnecessary 
svirgery  is  reduced  and  less  technically  competent  physicians  ^  are  discouraged 
from  performing  surgical  procedures  in^poor  facilities; 

16.  resulted  in  increased  costfe  of  service  ranging  from  10  to  30  percent 
fpr. office  visits  to  primary  care  physicians'  and  more  for  surgery  and 
specialty  .care.     Most  physicians*appear  to  be  passing  all- or  part  of  their 
increased  premium  posts  on  to  private  patients; 

17.  <*ertcoura^ed  a  small  but  significant  numb'er  off  physicians  to  practice 
without  insiarance  (probably  between  5'  and  10  percent);  /^:^' 
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18.  probably  in  metropolitan  ateas  stimulated  a  transfer  of  certain 
patients  from  family  physicians  to  surgeons  and  obstetricians;  ^ 

19.  caus fed  many  physiciahs' who  have  nofr  made  changes  in  their  practice  ^o 
consider  doing  so  if  rates  continue  to  climb;     '  .  -  '  .  < 

20.  probably,  to  a  minor  degree,  helped  increase  the  /attractiveness  of 
closed    practice  settings  ialthough  salary  increases  were  probably  a  more 
important  incentive  to  those. moving  to  military  service  than  .the  dis- 
incentive-of  higher  premiums, 

In  sum^,-  available  evidence  suggests  that  malpractice  rate  increases 
have  not  yet  caused  significant  reduction  in  California  physician  sup^lyj,_^_^- 
but  appear  to  have  spurred  chai||g8  in  practlxe^patJ:erns-^Ttfr potential 
important  effects  on  the ^.ai^ad^bTlityT'cost  and  quality  of^care,  parti- 

[n  .non-met rppolitran  areas.     These  Effects  should  be  carefully 
monitored  so  that  their  impact  statewide  and  in  particular  areas  of  California 
-can  be  appropriately  assessed  by -policymakers . 


3.     THE  IMPACT  OF.  NATIONAL  HEALTH  IIBURANCE  ON* 
.         HEALTH  MANPOWER  IN  CALIFOffc'A 

No  major  new  Federal  financing  program  for  medical  care  services  i& 
» 

likely  to  be  fully  implemented  within  the  next  five  years.  Congressional 

J.  ' 

interes-t  has  waned  since  the  Kennedy-Mills  proposal  came  close,  to  passing  in 

1974.    New  members  of  the  relevant  committees  are  still  developing  a  basic 

grasp  of  the  issues  and- options.     The  budgetary  situation  is  unfavorable  wi,th 

respect  to  both  general  fund  financing  and  the  use  of  tl^e  Social  Security 

Payroll  tax.     President  Ford  has  responded  to  the  potential  of  continued 

•  "  ^      /  • 

^ lirge  budget  deficits  with  a  fiscal  policy  whose  expenditure  level  does  not 

allow  fQ.r  new  programs  of  the  magnitude  of  National  Health  Insurance. 

On^cie  National  Health  Insurance  is  looked  at  iserlously  again,  tJt^e^ongress 

will,  require  two  sessions  to  complete  hearings,  prepare  legislation,  and  to 

enactr-thr^7inal7"ln3tt^«x^^  TTWo  to  three  years  will  then  be  required 

to  develop  the  admihistratS^e  machinery  to  carry  out  the  legislation.'  There 

■  / 

is  plenty  of  time  for  the  State  legifel'ature  to  formulate  a  well  planned  health 
manpower  policy  in  response  to  National  Health  Insurance. 

Many  basic  issues  must^  be  faced  in  defining  National  Health  Insurance 
proposals.     There  are  four  of  those  issues  which  will. he  of  particular  impor- 
tance to  the  detetmlnation  of  manpower  policies.     They  are  (1>  the  service  to 
be  covered;   (2)  the  extent  to  which  patients  share  in  costs;   (3)  who  is  eligi- 
ble to  be  paid  for  proviilng  medical  care  services  and  the  mechanisms  by  which 
roviders  are  reimbursed  for  services  provided;  and  (4)  controls  over  aggregate 


ex 


expenditures.  ^ 

We  haved  divided  the  potential  forms  of  National  Health  Insurance  into 
three  classes.     Those  arejinsurance  against  catastrophic    medic^  expense, 
moderate  programs  adminratered  through  private  insurance  carriers  with  extensive 


■  V 

ced 


use  of  co-payment  add  deductible  pKovisionsr.,  aAd  extensive  federally  financed 

programs  vhich  eliminate  co-insurance  for  most  services.    A  catastroptttcplan 

*  •       '  ■  ■  '  • 

would  hot  effect  the' demand  fbr  medical  care  services  enough  to  require  a 
response  from  state  health  manpower  polity.     The  impact  would  mainly  be  on 
tertiary  care  where  the  supply  of  re^ourc>a.  in  tKe  State  is  adequate.  However, 
the  impact  of  the^  other  two  programs  depends  oi^^  the  regponi^iveness  of  real 

consumer  demands  to  changes  in  finance  and  on  the  c3^acity.of  currently  pro- 

»  .  •>  • 

' jected  professional  manpower  to  meet  those  demands •  \  ^ 

Projecting .  demand  for  pbysician  serv^ices  under  alternative  National  Health 
InsurJhce  schemes  requires  determination  of  how  utilization  will  be  altered  by 

  _  ^0  ,  "  \    -^y  . 

cutrently  active  consumers  and  increased  for  underutilizers  df  .'Services*  Amoikg 

ciand^; 


the  most  important  factors  influencing  the  change  in  demand  f 
services  are: 


5 
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— the .proportion  of  the  population  covered  by  insurance  and  government 
programs;  -  ^  '  ^       ;       '  - 

— the  scope  of  services  covered  by'^  insurance  and  government  programs; 

,  '  .    \      \-  :^  •  ^ 

— ^the  erftent  to  which  co-insurance  and  deductibles  are  utilized  to 

'  ■        '\  -  y 

'    '      "  \  '\  ■    ^      ■  *  • 

constrain  demand:  '  ^ 

—  the  response  of  consumers  to  f^e^^bi^^g^^  tn  price  f(^i^  a  given  hiea^th 
care  service. 


Although  a  slightly,  smaller  pTap6i?ti<?n  of  Calif  ornians  under  age  65  were 


c6vere^il  by  private  health  insurance  ir^  19 7*^,  than  persons  in  the  United  States 

\        \  ■  " 

as  a  whole,  the  Medicaid  program  in  Callfdrnfa  was  wider  coverage  and  greater 

benefits  than  programs  in  most  mother  states,     therefore,  the  impact  on  demand 

•in  California  is  likely  to  be  less  than  tha\^forVthe  entire  nation.  The 

greatest  room-  for  expansion  in  demand  exists  ^r  the  coverage  of  ambulatory 


\    •  3)Rysician  care  and  specialized  medical  services  such  as.  dental  care,  prescription 
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drug8»  optometric  services,  and  mental  healtli  services.  There  is  considrable 
disagreement  among  analysts  with  respect  to  the  extent  users  of  health  will  , 
desire  to  increase  th'eir  utilization  when  faced  with  reduction  in  the  out-of- 
pocket  payments  they  must  make  for  that  use.  .  •  : 

Although  we  ca'nnot  ciyrrently  project  wi(h  certainty  the  magnitude  of 
change  in  demand  for  services  under  National  Health  Insurance,  it  is  certain 
that  suQ^a  program  will  further  increase' demand  for  services.     Whether  this 
increa||^J.n  demandk-must  be  translated 'ii\to  a  need  for  additional  physicians 
depends'  In  part  o;i  the  size  of  the  already  projected  supply  and  in  part  on  -the 
ability  of  physicians  and  ;other  health  care  personrtfcl  to  expand  services.  The 
nationwide  increase  in  medical  school  ehrollmehts  since  1970  ijas  led  to  a  DHEW 
projection  of  an  84%  increase  inr the  number  of  physicians  in-  the  United  States 
between  1975  and  1990'.     Under  the  assumption  that  California  would  maintain 
^its  present  proportion  of  the- national  physician  supply,  its  physician  to 
population  tatio  would  increase  from  194  in  1970  to  250  in  1990.     In  addition 
to  the  increase  in  numbers,  there  is  evidence  that  physicians  in  California 
could  expand,  the  number  of  office  visits  they  average  each  w^ek* 

I  Six  categories  of  assumptions  are  required  in  order  to  estimate  the 
number  of  physician*  needed  to  me^t  the  utilization  patterns  expefcted  in 
the  future.     They  are:  v 

1.     The  total  population  and  its  age  distribution.  ' 
'2.     The  current  utilization  of  physician  services  (expressed  in  terms 
.   of  of f ice  visits),  in  the  aggregate  and  by  specialty. 

3.  The  change  in  demand  for  physician  services  that  would  be  brought 
about  by  National  Health  Insurance. 

4.  The  number  of  physicians  in  the  future  and  thei^  distribution  among  ^ 
specialties.  *  , 
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5.    The  annual  number  of  patient  visits  by  specialty,  '  '  ^ 

6i     The  role  of  nurse  practitioners  and  physicians'  assistants  in 

\- 

meeting  the  expanded  demand  for  services. 

A  Series  of  specific  assumptions  within  those  six  broad  categories 
, provided  the  basis  for  prpjections  of  the  impact  of  National  Health  Insurance 
on  the  need  for  primary  care  physicians.-    Had  we  used  a  different  set  of  ^ 
assumptions  the  results  might  have  been  far  different.     It  is  Important  to 
consider  ojur  results  in  the  light  of  the  assumption^^-'^hat  w^pade.l  f 

Based  on  our  analyses,  we  have  reached  the/following  conixjus^-ons  with 
respect  to  the  potential  impact  of  Na<;ional4|lfealth  Insurance. 

1.  A  moderate  level  expansion  of  Federal  financing,  which  would  pri- 
J      >   marily  impact  on  the  demand  for  ambulatory  care,  is  not  likely  to 

require  manpower -for  most  regions  of • the  State  beyond  that  which  is  t 
likely  to  be  available.     Substantial  increases  in  physician  manpower 
are  already  projected  oyer  the. next  ten  years  and  there  is  evidence 
that  'many  physicians  in  California  currently  have  relatively  low  / 
numbers  of  patient  visits  each  week  compared  to  the  national  average. 

It  must  be  noted  that  the  difficulties  which  already  exist  in 
some  areas  of  the  State  with  respect  to  the  lack  of  enough  primary 
-  care  physicians  are  likely  to  be  in  creased  with  the  passage  of  even 
a  moderate  National  Health  Insurance  plan.     However,  the  likely 
expansion  of  the  National  Health  Service  Corps  might  provide  physi- 
cians Itid  other  health  care  personnel,  for  a  limited  number  of  rural  ar^s. 

2.  It  ±B  evident  that  NHI  will  aggravate  the  already  existing  need  , 
for  a  relative' increase  in  thoste  physicians  who  provide  primary  care 

to  adults.     We  are  not^ convinced  that  the  apparent  tightness  in  the 

■  / 
capacity  of  those  physicians  to  provide  services  relative  to  the  demand 


should  lead  to  an' expansion  in  the  total  number  of  physicians.  Rather, 
we  feel  that  ^fmaQov  shift  in  ihe^  content  and  focua  of  graduate  train'' 
'ing,  combined  with  the  increased  use  of  all  levels  of^ther  health 
care  personnel^  likeli^  will  he  adequate  to  meet  the  additional  de- 
sired  Utilization.     Particularly  important,  at  thls^  time„'  is  the  nead 
to  expand  and' 'Strengthen  fiunlly  practice  training  programs,  to  provide 
intemis^nan<^'  pediatricians  in  training  with  %ore  experience  in  pri- 
mary care,  and  to  improve- the  coordination  of  nurse  practitioner  and 


primary  care  physician  training. 


3.     In  general',  it  would  seem  that  the  ^pact  on  demand  would  be  some- 
what  less  in  California  than  in  the  rest  of  the  United  States.  This* 
-would  particularly  be  true  with  a  plan  such  as,  Long-Ribicof f  Which 
emphasizes  catastrophic  coverage  with  large  deductibles  and  an 
improved  IJledical  Assiistance  program  ^or  low  income  families.  The 
Health  Security  Act  pays  a  great  deal  of  attention  to  the  equalization 
of  expenditure  among  geographical  areas  over  time  through  #llocation9 
0f  the  ,National  Health  Budget.    iCertainly,  a  l^rge  proportion  of  the 
increased  expenditures  induced  by  the  plan  woOld  be  allocated  to  those, 
.areas  with  relative  shortages  in  resource  supply  and  with  low  current 
levels  of  expenditures. 

As  noted  above.  National  Health  Insurance  would  likely  reduce  the 
inequality  in  purchasing  power  among  the  various  states.  Providers 
would  f Ace  a  considerably  different  market  for  their  services.  There 
is  evidence  that,  in  the  past,  physicians  have  located  where  there  is 
high  pei:sonal  income  per  capita  which  could  be  associated  with  a* 
greater  demand  for  medical  Care  services.     California  has  been  one 
of  .the  beneficiaries  of  those  behavior  pattehis.     Some  of  its  advantage 


in  attracting  medical  care  personnel  may  be  reduced  wlien  a  comprehensive 
National  Health  Insurance  plan  is* implemented.  , 
4.    There  is  tremendous  uncjertainty  in  the  projection  of  future  health 
manpower  requirements.     To  a  great  extent  this  is  due  to  inadequacies 
in  the  data.     Information U)n  the  xixmbera^^bt  physicians,  their  specialty 


•fobus  .and  actual*  practifce,  land  on  the  residency  training  programs  is 
^     controlled  by  the  medical  profession.    We  believe  it  Isf  imperative 
that  the  Federal  govemii\6nt  and  State*  governments  ga^her^  the  infor- 
^     mation  they  require  to  adequately  uhdei^tand  the  prese\t  and  plan 
for  the  future.  |  .  '  , 

At  t;)ie  same  time,  we.must  face  the  fact  that  the  best  of  data 
will  not  provide  precise  answers  to  the  relevant  questions.  Measur- 
ment^is  difflNcult,  .behavior  patterhs  are  hard  to  measure,  an <i' the 
future  does  nof'exactly  replicate  the  firesent  or  the  past.  Therefo^re, 
mechanisms  fliust  be  deVeloped  to  monitor  the  status, of  the  System  on 
a  continuing  basis  to  f acilitiate  a  more  rational  response  to  short- 
ages  or  excesses  as  they  become  apparent.  ' 
5.     Finally,  we  want  to*  emphasize  that  thei^e  ^re,  social\:osts  involved 
with  eitfter  an  oversupply  or  undersupply  of  physicians.     To  the  extent 
that  physicians  control  the  use  of  thfeir  services,  the  potential 
for  the  excessive  use  and  dependence  on  medical  care  exists.  Faced 
with  the  uncertainty  mentioned  before,  the  state  government .must 
^ance  the  potential'  for  er.ror  on  both  sides. 
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A  .  4.    MEDICINE  j 

As  of  Octofifer- 1975,  there  were  107  U.S.  medical  schools^pproved  to 
taward  the  Medical  Degfaee.    There  were  54,074  medical  students  enrolled  in  the^ 
114  medical  schools  in  the  United  States  in  1974r75.    The  first-year  class 
numbered  3-4,963  which  is  an  increase  of  5.2%  over  the  previous  year.  Nation- 
ally,  there  has  been  a  692  increase  in  the  first  year  medical  school  enroll- 
ment  and  a  72%  increase  in  the  number  of  M.D.'s  awarded  ,in  the  United  States 
in  the  past  ten  years.  • 

In  California  w^  presently  have  ^ight  accredited  medical  schools  (five 
public  and  three  private).     In  addition,  there  is  the  Charles  R.  Drew  Post- 
graduate Medical  School  offering  only  residency  training  and  continuing 
education  programs  for,  physicians .        ^  /  * 

In  1972,  the  Berkeley  campus  of  the  Universi^ty  of  California  initiated  a 
new  program  in  medical  education  to  be  operated  jointly  with  the  School  of 
Medicine  at  San  Franciscp  with. a  strong  emphasis  on  primary  care  and  utiliza- 

tion  of  oommunity  resources.     In  1974,  the  Riverside  campus  of  the  University 

.    ■  -     .  1 

of  California,  in  conjunction  with'  the  Univergity 'of  California  at  Los  Angeles 
developed  a  new  biomedical  science  program  which  will  begin  to  enroll  24 
students  by  1977  ap  the  medical  school  campus  in  Los  Angeles.  ' 

Planning  has  also  been  initiated  between  the  UCSF  Medical  School  and  the 
Fresno  Veterans  Administration  Hospital  for  a  new  medical  education  component 
in  the  northern  San  Joaquin  Valley  with  a  planned  enrollment  of    6  third- 
year  students  and  94  interns  and  resldents_in  1976. 

Total  California  M.p.  degrees  awarded  went  from  463  in    1965  -  1966  to 
899  in    1974  -  1975  which  Is  an  increase  of  9^%  contrasted  with  a  72% 
increase  nationally.     In  the  same  period,  the  California  population  growth 
averaged  only  a  lit;tle  l^ss  than^2%  per  year.    Despite  this  rapid  growth, 


California  In  1975  contributed  only  5.9Z  of  the  total  M.D.  graduates  in  the 
nation,  v 

Only  28. 6Z  of  the  1975  active  non-^federal  physicians  in  California  receiv- 
ed  their  edutations  in  California.     Sixty  and  six-tenths  percent  of  the  Calif- 
ornia physicians  graduated  from  medical  schools  in  other  states  and  approxi- 
mately 10.9%  were  trained  in  foreign  medical  schools;  56*5%  of  all  California 
graduates  attended  private  medical  schools  in  the  State.     Of  .the  1975  graduates 
67.2%  chose  to  remain  in  California,  and  54.2%  of  the  graduates  are  currently 
interning  in  the  State. 

California  may  not  be  able  to  continue  to  depend  on  in-mlgration  from 
cither  states,  however.^    Many  states  have  become  conscious  of  their  loss,  of 
highly  trained  manpower  to  our  state  and  are  seeking  ways  through  incentive 
programs,  mandatory  service  legislation  and  other  stratiegies  to  retain 
graduates  within  their  own  medical  underserved  areas.    A  review  of  the  fac- 
tors which  may  change  migration  patterns  of  physicians  is  presented  in  a 
*^ later  chapter. 

c 

The  maldistribution  of  physicians  is  signif.icant  in  urban  counties.     San  - 
Francisco  County  with  3.2%  of  the  State  population  has  8%  of  the  total  physi- 
cian population;    Los  Angeles  has  32.7%  of  the.  State  population  with  35%  of  the 
phyfeiciand.     Somf  of  the  rural  counties,  however,  have  a  much  lower  ration  of 
physicians/100,000  civiliai>  population. 

Although  the  state  of  California  has  a  higher  ratio  of  physicians  than 
many  other  states,  approximately  22%  of  -the  population  of  Calif or^a  is 
estimated  to  be  in  need  of  primary  care  services.    The  Health  Manpower -Policy 
Commission  identified  in  1975  seven  ^ensus  tracts  in  the  downtown  area  of 
San  Franciscci  County,  seventy-five  census  tracts  in  Lds  Angeles  County,  six- 
teen census  tracts  in  the  city  ot  San  Diego,  fourteen  census  tracts  .in  the 


city  of  Oakland,  and  fifteen  other  rural  counties  as  critical  physician 

■         .    "  ■  •  ■  .  J 

^shortage  areas.  •  /"^ 

To  derfl  with  thfe  current  physician  manpower  problems  in  California 
which  include  a  relative  shorbage  of  primary  care  physicians,  a' relative 
shortage  of  physicians  in  some  rural  ^pA  low-incomfe  urban  areas^  and  an- 

^       I  '  '  y  ^         .  (TV  . 

oversupply  of  physicians  performing  surgery  will  re^quire  changes  fn  federal  ^ 

-  *      ,•  ^  . 

7»  health  manpower  policy,  policies  of  the  Coordinating^  Council  om  Medical 

Education,  the  liaison  Cofiami'^tee  orf^l^duate  Medical  Education,  and  the  ' 
,    various  specialty  boards  and  societies  involved  in  residency  training  as 
well  as  health  manpower  poj^lcies  in  California.    Jn  terms 'of  manpower 
policies,  the  tjumber  and  distril^tion  of  residency  training  positions  is. 
the  key  to  future  supply.     It  is  the' policy  &rea  which  we  address  in  the 
greatest  detail  in  this  report.     Reimbursement  policy  under  private -heaj-th 
insurance.  Medicare,  and  Medicaid    is  also  important. 

^  The  problems  of  .geographic  and t^pecialty  maldistribution  are  inter- 
related for  several  reasons  including  the  differnet  practice  location  pre- 
ferences of  internists  and  otlier  specialists  as  compared  witl^i  general  and.  ^ 
family  .practitioners,  the  "^aignfi^lcant  ^^ariance  in  the  number  of  patients 
seen  per  day  arid  per  week  by  general  practitioners  and  .otH^r  primary  care  ^ 
specialists,  the  declining  number  of  general  p;ract  it  loners  and  ^t]ie  increased 
number  of  internists  and  pediatricians  who  will  be  prividing  primary  care  W 
the  future .     In  this  report  we  examine  the  following  issues  both  from  the 
national  perspective  and  in  relation  t\)"  Calif  omia:  . 
1.    What  is  the*  problem?  .  •  ^.  ^ 

.2.     The  optimal  distribution  among  specialists  , 

3.'    Primary  care  and  primary  carie  specialists      )  -  . 

I  ...«•,  , 
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4*    Physician  specialization  in  California 

5.  .  Specialization  and  physician  locatidn  *  ' 

.  '  ...  .        ■•  •  '  . 

6.  Specializatipn,  demand,  and  utilization 

7-    kesidency  training  programs  in  California 

'  '  .  ■,      ,  .       ^  >■ 

8^    The  control  of  residency  training 

\  *■ 

9.    Choosing  sites  for  training  ^ 

Ba^ed  on  the  analysis  of  ,this  report,  we  have  reached  the  following 
conclusions:  ' 

1.  Policies  of  the  federal  government  and  migration  patterns  of 
physicians  will  have  a  greater  impact  on  the  total  number  of  physicians  in 
California  and  their- distribution  by  specialty  than  state  policies.  The 
great  majority  of  California's  practicihg  physicians  received  th^ir  under- 

^graduate  medical  education  outside  of  California.    More  than  one-third  of 

American  medical  school  gr^duatigB^n  the  last  decade  who  are  practicing  in 

'     i        .        ■..  *'     '      ■    ■  ■    >  ■ 

California  had  none  of  thslr  graduate  training  in  California. 

'  I      ■       ■      "  -  ■  \  ' 

Federal  legislation /under  consideration 'could  have  considerable  impact 

'  ^  /  ' 

on*  the  state  of  Californka.    However,  it  must-tl  kept  in  mind  that  the  law^ 

41  '  •         .  '  ■ 

which  is  fl^ttally  enacted  would  not, become  effective  until  1977  at  the* 

earliest.    The  length  of  time  required  to  implement  its  mandates .will  vary 

according  to*  the  specific  provisions,  thus  possibly  delaying  the  full  impact' 
♦ 

until  the  1980  s.  The  l^mpact  of  tho^  provisions  which  focus  on  medical 
students  newly  enrolled  a?ter  enactment,  of  the  legislation  wSll  be  even 
further  delayed  by  the  length  of  the  physician  training  process.  ^ 

2.  Our  project^^s  of  the  California  specialty  distribution  for  1990, 
based  on  DHEW  national  projections,  indicate  that  the  growth  of  primary  care 
physiciaijs,  while  substantial,  will  remain  considerably  less  than  the  growth 
in  the  surgical  specialties  and  other  medical  speciaJLties .    There  is  no  one 
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method  avaHable  for  determining  the  optimal  distribution  of  physicians 
among  specialties,    .However,  we  are  willing  t6  accept  as  a  tentative  objec- 
tive  the  widely  suggested  criteria  that  50%  of  all  physicians  should  be  in 
primary ^care  specialties.    As  previously  noted,  the  primary  responsibility  for 
changing  this  projected  tretid  must  fall  to  the  federal  gqvernmerft.    However,  ' 
the  State  can  hav^^*!!!portant  marginal  impg^t  through  ihe  iiirect  subsidy  of 
certaih  prdg^^ufi^ such  as  family  practice  and  other  primary  care  residencies,, 
It. seems  to  u§  that  the  trends  in  specialty  training  duting  the^past  four 
years  and  the  failure  of  present  voluntary  mechanisms  .to  effectively  control 
the  tQtal  number  pf  residencies  or  create  a' balanced  mix  among  training 
positions  in  primary  care  and  other  specialties  is  hardly,  a  cause  for  opti- 
mism   that  the  voluntary  approach  will  succeed  in  the  future. 

3.    The  choice  of; sites  for  primary  care  training  programs  is  a  complex 
decision.     Consideration  must  be  given  to  the  level  of  clinical  training  / 
under  diacuss'lon.    Residents  require  a  sophisticate^  education  experience, 
with  a  relatively  large  patient  base  and  a  wide  disease  spectrum.    A  detailed 
list  of  criteria,  is  given  in  the  chapter  on  medicine  of  this  report. 
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5.  ^  NURSING         '  / 

Major  Issifes  and-  Problem^     * .  ' 

—   r — -  .  '  .  ,  •  .  . 

,  ^     There  seems  to  be  agreement    rom^  every  researc*h  source  that  the  health 

care  system  in  the  United  States  ife  changing  and  is  facing  increasing 
pressure  to  change.     Technological  and  scientffic  medical  advances,  coupled . 
with  rising  costs  and  .expectations  for  comprehensive  care  are  making  de- 
mands -on  the' traditional  health  c&re  system  which  it  cannot  meet  in  ijts 
present  form.  '  ^  .  '  -  .  , 

It  is  in  thl;s  conte,xt  of  the,  changing  system  that  nursing  education 
•  confronts  two  basic  issues:  *    "  .  '  ' 

\    1)    What  kinds  of  demands  for  services  must' nursing^ba  .prepat'Cd  " 

to  meet?  '  .  *  '        /  -       <-  • 

-  2)     In  what  ways  must  the  supply  of  nurses  be  "adjusted  i.n  )^rder  to< 
meet  the  new  health/nursing  care  heeds?  /    .  ' 

Summary  "of  Ideiftified  Problems  ,  '  ,  -  • 

In  examining  t;he  data  of  the  supply  of  nurses  and  their  utilization  . 
at  present  and  the  projections  of.nurde  supply  and  demand  in  the  next  15^ 
years,  a  numBer  of  complex  concerns  are  identified.    T^^e  data  analyzed  in ^ 
this  report  brings  up  many  problem^  and  questions  which  need  to  be  answered.' 

V*        ■  .    '  ■  • 

The  following  is  a  summary  of  these  problems  arid  questions  posed  by^  the 
data.  .  Thus  the  summary  pf  findings  of  this  report  includes  the  questions 
to  be  answered  by  the  redommendations :  -  / 

a)     Should  nursing  training  programs  be  expanded  ^nd  should  new  or\es 
^  be  developed?    Demand  and  supply  projections  indicate  a  need  for 

more  nurses,  arid  statistics  show  that  California  i.s  now  arid  is' 
likely  to  remain  a  debtor  state.    Yet  it  is  found  that  there  is  V 
"    difficulty  for  many  nurses  to  find^ employment  in  California. 


•  Should  there  then  actually  be  Imposed  a  moratorium \on  new  training 
programs  or  even  a  cutback  of  nurses  trained  in  California? 
,b-)    What  can  ot  should  be  done  about ^the  high  attrition  rate  among 
'     trained,  nurses  and  the  low  labor  force  participation  of  Experienced 
nursing  personnel? 

c)  What  can  or  should  be  done  about  the  large  number  of  health 
science  program  applicants • fbr  whom  there  is  no  space?  ^ 

d)  Is  more  clinical  training  needed  by  academically  trained  nurQes 
as  nurse  employers  indicate?^  What  kind  of  clinical  training  is 
needed  by  emerging  nurse  professionals? 

e)  ,    Is^he  fair  representation  of  ethnic  minorities  in  California  in 
;  -  19.5^  in  nursing  education  also  reflected  in  the  employment  of 

nurses  ?^   What  about  .equal  opportunity  for  males  in  nupstlfg 
educatipa? 

,f)    How  can  work4.ng  nurses  upgrade  their  status  professionally  and 
acttdemlcaliy  when  required  continuing  ed^cat^ioi^  does  not  con- 
dtitute  this  upgrading?  . 

•.  •  •  "    .       .7  f 

g)  Can  and  should  nursing  education  *unit8.^ajic|  clinical  functions  be  ■» 
standardized?    Will  standardization  aid  in  the  artiaulatlOTi 
between  various  levels  of  *  nursing  education  programs? 

h)  Should  emerging  nurse  roles  be  articulated  with  present  nursing 
\'  education  levels  to  create  a,  specif ic  career  ladder  for  nurses? 

i)  'Should  the  same  assumptions  regarding  allocation  of  time  be' 
made* of  nursing  educators  as  it  is  of  medical  faculty  (including 
time  fqr  research  ^ctivltes»  community  and  professional  service. 
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6.  '  DENTISfRY 

California  has  f ive  ,of  the  58  schools  of  ^dentistry  in  the  United  States; 

the  University  of  California  at  San  Francisco  (UCSf)  j  this  University  of  ttfe  • 

*  *  *  . '  •  ■  .       *  , 

Pacific  (UOP) ,  the  University  of    California  at  Los  Anfeeles  (UCLA) ,  the 
University  .of  Southern  California  (USC) ,  and  Loma  Linda  University.  These 
five  s'chobls  eprpll  about  54^ •  first-year  dental  students.     No  other  state 
in  the  natiqp  has  this  many  dentdl  schools  ^and  no  other  state  enrolls  as 
many  first-year  dental  students.    However,  only  32.5%  or  177  of  the  544  first 
year  places  are  in  state-supported  schools.     In  197^,  80%  of  the  first-year 
places  were  6ccupied  by  California  residents.    With  the  current  pattern  of 
enrollment,  jit  is  likely  that  the  number  of  graduates  for  each  year  during 
the  next  3everal  years  willy  be  about  500  to,  510  per  year. 
^       In  a  1975  analysis  of  active  non-federal  dentin ts,  it  was  established 
that  approximately  62%  had  been  trained  in  the  state  of  California.  -The 
largest  migration  of  dentists  was-  from  Illinois  and  Missouri  with  7.3%  and 
4%  respectively  of  California's  dentists  haying  been  trained'  in  those  two 
states.     The  average  age  of  dentists  was  quite  young  in  1975,  at  43  years 

of  age.     The  California  Dental  Association  estimated  that  the  number  of 

*  .... 

dentists  lost  due  to  death,  retirement  or  other  factors  would  be  about  3% 
per  year.  .   .  ^ 

-  At  the  px;esent  time,  distfibution  of  dentists  in  California  is  quite 
good;  with  only  one  rural  county  lacking  at  least  one  resident,  licensed 

dentist  as  of  1975.    There  are  -still  some  population  groups  who  do  not  have 

.1  ■  t        ■  . 

access  to  dental  care  for  a  variety  of  reasons—financial,  cultural,  and 
educational  barriers  prevent  these  groups  from  receiving  adequate  care.  ; 
In  1973,  a  survey  conducted  by  the  CaliJFomia  Dental  Association  (CDA) 


reported  that  on^y  5Z  of^  all  dentiists  felt  that  they  were  too  busy  and 
would  like  fewer  patients.     Forty  and  three-tenths  percent  indicated  that 
they  were  not  busy,  enough  and  needed  more  patients.     The  majority  of  den- 
tists also  reported *that  they  could  accept  almost  dll  new  patients.  The 
findings  of  this  survey  indicate  that  increased  productivity  of  dental 
manpower  is  possible,  and  could  absorb  a  sizeable  ihcrease.  in  demand  should 
pn&  occur.     These  findings . should  be  of  particular  interest  to  those  who 
are  planning  expansion  of   publicly-funded  dental  care  services.     It  is 
anticipated  that  little  or  no  dental  care  will  be  included  under  a  national 
health  insurance  plan  by  1980,  and  that  the  incremental  increase  of  pre- 
paid  dental  care  programs  currently  occurring  in  California  will  place  no 
undue  stress  on  the  dental  manpower  supply. 

Dentistry  is  currently  in  a  state  of  flux  concerning  the  realignment  ^ 
of  duties  for  dental  auxiliaries.     Recent  legislation  (AB  1455)  and'new 
regulations,  which  have  yet  to  be  implemented,  have  provided  Tor  a  career  * 
ladder  concept  which  expands  the  duties  legally  delegable  to  auxiliaries. 
Th€!  impact  of  this  recent  legislation  has  yet  to  be  determined;  although 
research  in  clinical  settings  has  indicated  that  a  substantial  increase 
in  productivity  might  result  from  utilization  of  expanded-duties 
auxiliaries.  ^ 

No  research  has  been  conducted"  specifically  to  determine  the  optimal 

nt^ej  of  dentists  for  each  specialty  area  who  will  be  required  to  meet  the 

'"^v  ^>  ^       ■    ■  '  \ 

demand  and  need  for  dental  services  in- Calif bmia.    The  CDA  study  showed 

f 

that,  on  the  whole,  specialists  are  less  busy  than  general  practitioners. 
It  can  be  concluded,  then,^  that  there  are  currently  sufficient  numbers  of 
specialist  .dentists  in  the  State  to  meet  the  demand  and  that  it  is  not 
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necessary  to  make  .a  special  effort  to  increase  their  numbers. 

The  State  can  expect  even  more  recent  manpower  data  to  result  from  a 

i  ■  ■ 

survey  to  be  conducted  by  the  Board  of  Dental  Examiners  in  March  of  1976 
as  a  part  of  the  licensing  renewal  activities  for  all  dentists  and  dental 
hygienists  in  California.    The  results  of^  that  survey  in  terms  of  distrl^ 
bution  and  other  significant  manpower  information  shotild  be  of  great  help 
to  future  planners. «  It,  is  our  understanding  that  siich  a  survey  will  be 
part  of  each  subsequent' two-year  license  renewal.  . 


7.  PHARMACY 

California    has  three  of  the  seventy-two  schools  of  phannacy  In  the 
United  States;  fcjie  University  of  California  at  San  Francisco  (UCSF)  ,  the 
University  of  the  Pacific  (UOP) ,  and  the  University  of  Southern  California 
(use).     These  three, schools  awarded  417  pharmac^  degrees  (or  5,8%  of  the  ) 
national  total)  in  the  academic  year  1974-75,     Between  1966  and  1970,  there 
was  an  Increase  of  about  87%  in  the  pharmacy  degrees  awarded  by  these 
three  California  schools.  .  By  the  academic  year  1976-77,  the  three  schools 
should  be  graduating  a  combined  total  of  about  450  pharmacy  students. 
*  :  In  a  1973  analysis  of  active  California  pharmacists,  it  was  established 

that  approximately  54%  had  been  trained  in  other  than  California  schools. 
In  addition,  ^the  enrollment  in  the  three  California  schools  of  is.  predominant-  , 
ly  California  residents  (the  19  75-76  entering  class  was  ^only  8%  out  of 
state  or  out  of  country)  .     The  same  19731  study  showed  that  the  average  -age 
of  California  pharmacists  was  quite  young,  that  is        years  of  age;  and 
-the  average  work  weelc  wds  45  hours.     Generally,  these  data  suggest  a  ^« 
favprable  supply  of  pharmacists  In  the  near  future. 

It  is  difficult  to  project  future  demand  for  phatmac4.st  services 
in  the  United  States  or  California.     There  is  no  general  consensus  as  to 
what  reasonable  ph^rmaclst-per-populatlon  ratio  should  be  sought.  At^ 
the  present  timet  distribution  of  pharmacists  in  California  is  quite  good, 
wltho  only  one  rural  county  not  having  at  least  one  resident  licensed 
pharmacist  in  1975.     This  distribution  of  pharmacy  practice  is  apparently 
a  function  of  consumer  demand,  since  about  75%  of  the  California  pharmacists 
are  working  in  a  communlty-^ased  (Independent  or  chain)  pharmacy  setting. 
If,  however;  a  national  health  j.nsurance  program  is  Instlt.vited  the  Increase 
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in  prescription  ctrug"^ consumption  is  estimated  at  6%  to  26%  andlfhis  could 
significantly  impact  upon  pharmacist  manpower  ineeds.  '  * 

There  are  several  major  issues  which  relate  to  projecting  future 
pharmacy  manpower  and  reconmended  educational  enrollments  for  California. 
These  are  briefly  outlined  below: 

a.  Uncertainty  regarding  whether  pharmacists  are  underutilized,     ~  * 
Eighty-five  percent  of  the  pharmacists  in  California  report;ed 
sjpending  some  time  in  dispensing  prescriptions  and  69%  spend  . 
over  half  of  thpir  time  in  this  function.     This  issue  relates 

to  whether  the  highly  educated  professional  pharmacist  might  -* 
not  be  more  effectively  and  efficiently  used  in  more  extended  ' 
roles,  particularly  clinically  oriented  ones.     There  appears 
to  be  insufficient  information  regarding  ti^j^^impj^t  of  using 
the  jpharmacist  in  an  extended  role' upon  the  efficacy  of  the 
pharmacy  and  overall  health  care  delivery  syst?em. 

b.  Insufficient  information  with  respect. to  the  desirability  and 
appropriateness  of  training  pharmacy  technicians  to  perform 
specified  reallocated  tasks  of  pharmacists  in  the  preparation 

^and  distribution  of  medications  under  the  supervision  of  pharma- 
cists.     At  the  present  time,  there  is  only  one  experimental 
project  in  California  which  relates  to  training  of  pharmacy  ■■V 
technicians  located  ath  the  USC  County  Medical  Center. 

c.  Uncertainty  regarding   the  future  of  clinical  pharmacy  in  the 
pharmacy  profession.     The  Report  of  the  Study  Commission  on 
Pharmacy,  1975  which  was  commissioned  by  the  American  Association 
9f  Colleges  of  Pharmacy,  indicated  that  the  future  role  of 
clinical  pharmacists  in  various  health  settings  is  unclear,  and 
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even  admitted  that  no  consensus  presently  exists  ^ox  the  defini^ 

tion  of  this  professional  specialist.    A  rapid  shift  tp  the  ^ 

•  ■      . '  *  ' 

training  of  clinical  pharmacists  w^o  serve  essentially  in  new 
roles  might  create  pharmacy  position  openings. In  traditional  dis- 
pensing  roles.    Unless  of,  course,  certain  tradj^tlonal  pharmacist 
1^  Responsibilities 'were,  shifted  to  technicians.     It  would  seem 
appropriate  for  the  California  schools^  with  their  large  Doctor 
of  Pharmacy  programs,  to  nrovide  research  and  experimentation  ) 


provi 
of  tti 


leading  to  clarification  of   ttie  clinical  pharmacist's  role. 

Also,  if  comprehensive  health  services  continue  to  become  more 
organized  and  institutionalized  in  the  U.S. ^  and  there  is  a^ 

.  .4^ 

growing  acceptance  and  demand  for  clinical  pharmacists,  California 
may  experience  an  overall  decrease  in  J(^^ar^facist  supply.  This 
decrease  in  pharmacist  supply  might  occur  jas  a  result  of  Calif  or-' 

;  ■.  t|3^v, 

nla  s  presently  training  the  largeat>prop<^lon  of  the  clinically 
oriented  Doctor  o^  Pharmacy  stiKlehts.  . 
The  major  recommei;>4^tions  regarditjj  pfg^a^y^y  for  consideration 


by  the  Postsecondary (Education  Commissibn.^Sf^'v^,^^ 


a.     the  development  of  experlmentai>;he4lth,ma^^  and  re- 

training  projects  for  extended*  td^e*  ptl^^  technicians 
in  a  variety  of  community  and  educatipiri'ai.  s^ 
ongoing  analyses  of  the  impact  of  in^jreased^pVescri^^  drug 
consumption  as  a  result  of  National  iIea1,th^,  iW  pharmacy 
manpower  needs  and  incorporation  of /tftMe^-an^y«e^^^^^  design 
for  the  experimental  education  projects  itt         jabova^,  and 
no  additional  enrollments  in  the  state^aiip'tio.r^  programs  until 

definitive  results  are  available  f rom  '^^"/  ijnd ^ -^^^ 
definitive  pharmacy  e.ducation  priorltlesi- for ;  paU 


8.    OPTOMEXKf  •  .    :  ,    .  . 

4  - 

California  has  two  of  the  twelve  schools  of  optometry  in  the  United 
States:     the  Southern  California  College  of  Optometry  (SCCO^  and  the 
University  of  California  School  of  Optometry,  Berkeley  (UCB) .     It  is  pro- 
jected that  by  197V,  989  optometrists  per  year  will  be  graduated,  of  which 
144  will  be  products  of  the  two  California  optometry  institutions.  There 
has  been  almost  a  100%  increase  in  optometry  graduates  in  California  in 
the  last  10  years.  *  ^ 

California  has  a  favorable  inmigration  of  optometrists ,  averaging 
somewhere  between  15  and  22  per  ye^r.     Also  the  two  schools  of  optometry 
in  the  State  take  in  about  14%  of  the  entering  students  in  the  country. 
UCB  admits  predpminantly  California  students  whereas  SCCO  is  expected  to 
gradually  increase  the  proportion  of  ^out-of-state  students  in  the  next 
several  years.     Historically,  according  to  the  beat  information  available, 
./the;  gradifitc^^^        the  California- schools  of  optometry  tend  to  stay  and 
pract^indi^.  in  ther^tateJi    The,  favo  inmigration  factor  is  somewhat  off- 

set  by  the\i^a  optometrists  wha,  because  of  their  age,  will 

be  lost  td^tfe^^  the  next  10  to  15  years  duetto  attrition.  • 

In  1973  i^^^^^^i^^  optometrists  bfrtween  tfie  ages  of  50  and  59, 

ari'd  170.  betw^&ei]a of  60  and  69.     This  grouping  of  optometrists  in 
the  older  age  bracket  in  California  is  qiSlWe  similar  to  the  national 
pattern. 

Projections,  for  optometry  manpower  needs  are  highly  variable.     In  1975 
UCB  and  SCCO  admitted  a  combined  total  of  160  students  in  optometry. 
Definitive  estimates  regarding  the  impact  of  a  national  health  insurance, 
program  on  optometry  'manpower  demands  are  not  available,  although  the 
Calif dmia  experience  with  Medicaid  may  be  a  useful  index  for  this  purpose, 


There  >are  several  major  issue^  which  reiate  to  projecting  future  optome^ 
trie  manpower  needs  and  recommended  enrollments  for  California.  These 
•briefly  outlined  below: 

a.    Uncertainty  regarding  the  ideal  optometrist/population  ratio. 
This  uncertainty  is  compounded  by  the  overlapping  of  services 
provided  by  ophthalmologists  and  optometrists.     Apparently  ophthal- 
malogists  provide  some  limited  optometrlc  services  in  California 
and  California  enjoys  a  relatively  high  ophthalmologist  to  population 
ratio.     Estimates  of  the  necessary  ratio  for  pptometrist/population 
range  from  1/7,000  to  1/12,000. 


b.    There  is  inadequate  information  regarding  the^feasibility  of 


training  lower  level  personnel  to  assist  the  optometrist  and 
thereby  Increase  his  patient  capacity  without  affecting  the  quality 
of  care.    'A  national  study  of  optometrists'  attitudes  regarding 
utilization  of  ancillary  personnel  proved  to  be  very  positive. 
*A  similar  study  of  California  optometrists'  attitudes  towards  the 
use  of  paraop tome trie  technicians  was  also  positive.  Optometrists 
who  had  been  In  practice  for  less  than  five  years  projected  that 
they  could  Increase  their  practice  capacity  by  about  30%  through 
the  utilization  of  trained  technicians. 

Merrltt  College  In  Oakland  offers  an  accredited  Optometrlc  Assistant- 
Program,  three  semesters  In  length  In  which  students  atteijd  two' 
evening  classes  a  semester  for  three  semesters.     Each  year  12  to  14 
studenjjs  graduate  and  they  according  to  school  sources,  have  all 
met  with  excellent  success  as  concerns  employment 

Elsewhere  In  the  country,  there  are  8  one-year  programs  designed 
to  train  paraoptometrlc  personnel  and  approxlmattely  17  two-year 


program^  leading  to  an  Associate  degree.  ^ 
It  seems  reasonable  to  assume  that  with  the  \ise  of  more  optome- 
trlsts  In  prepaid  group  practice  settings  or  in  government 
supported  HMO's,*  that  properly  trained  paraoptometrlc  personnel 
could  be  utilized  effectively  and  efficiently. 

c.    Uncertainty  regarding  the  change  in  proportion  of  out-of-state 

■,    I    •  .      •-       •  ■    ..  ^  ■■■ 

vs.  California  student  entrants  at  the  SCCO. .   (There  was  a  drop 
from  75%  in  1970-71  to  23»  Califomlans  in  the  1975-76  class). 
Projected  enrollment  figures  for  the  1976  SCCO  entering  class 
show  only  ten  to  twenty  California  resident  students  (less  than 
21%  of  a  class  of  96).     The  remainder  of  the  training  slo^  will 
be  reserved  for  out-of-^ate  contract  students.     Several  states 
(e.g.  Idaho  and  North  Dakota)  require  one  year  of  service  within 
the  home  state  for  each  year  of  the  contract.     Other  states,  such  ' 
as  Wyoming  allow  the  student  full  freedom  of  choice  in  s^lectipn 
of  their  resideijt  practice  site.     Should  the  trend  toward  greater 

selection  of  non-California  students  at  the  SCCO  continue,  it  may 

%■ 

seriously  impact  upon  .the  State's^optometric  manpower  situation. - 
During  a  fifteen  year  period  (1960-74) ,  79.4%  of  the  SCCO  graduates 
resided  in  California. 
The  major  recommendations  regarding  optometry  education  for  considera- 
tion by  the  Postsecondary  Education  Commission  are: 

a.  the  development  of  experimental  training  programs  for  optometric 
-technicians,  ^  ' 

b.  the  development  of  contingency  planning  for  a  state  Contract  pro- 

I      gram  with  the  SCCO  or  expansion  of  the  UCB  program,  .       .  \ 


no  immediate  increase  in  sttfdent  enrallmeut  at  the  state-supported 
UCB  program  tmless  and  until  national  health  insurance  provisions 
for  optometric  services  are  instituted.  * 
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9.    HEALTH  SCIENCES  EDUCATION  -  THE  NEXT  DECADE  •  * 
This  chapter  addresses  problems  and  potential  solutions  In  two  major 
areas  of  health  sciences  education:    needs  of  the  health  care  delivery 
.system  that  are  amenable  to  change  via  the  educational  .system,  and.  needs 
of  the  educational  system  Itself.    System  changes  Include  Improved  practi- 
tioner attitudes  toward  t)rlmary  care,  and  prevention  of  disease  through 
patient  and  health  education.    The  education  needs  Include  Individualized 

pacing  of  instructloti,  modular  organization  of  curricula,  and  modification 

( 

of  the  continuing  education  process.  '       '    -  ' 

Changes  are  necessary  and  Include  public  policy  committments  (with 
requisite  funding)  to  the  needs  described,  and  pilot  experimental  projects 
to  di^velop  modular  curricula  with  alternate  means  of  evaluating  competence 
and  granting  credit. 


"  ..  B>  RECOMMEMDAIIONS 

1*    GENERAL  RECOMMENDATIOI^S 
To  Insure  the  development  of  an  effective  and  efficient  health  manpower  - 
system  for  Calif omla,  we  reconnend  the  following: 

1.  The  State  Health  Department  be  required  to  develop,  expand,  and ^ 
modify  the  State  Plan  for  Health  by  January  1,  1977  to  establish 
specific  goals,  objectives  and  priori tes,  to  Identify  geographical 
areas  of  need,  to  specify  types  and  mixes  of  health  services  re- 
quired  to  meet  these  objectives  and  to  suggest  the  types  of  health 

^  manpower  and  nature  of  workers  that  would    ^  necessary  to  carry  out 
these  functions.    This  plan  should  serve  as  a  guideline  for  both 
educational  Institutions — as  criteria  for  training  health  workers— 
and  for  health  providers— as  4^uide  for  organizing  and  delivering 
health 'care. 

2.  The  State  Legislature  manda^te  the  Postsecondary  Education  Commission 

to  establish  an  Advisory  Committee  by  Janxiary  1,  1977  to  recommend 

plans  and  policies  for  coordinating  the  training  an^  utilization  of 

health  manpower.    Such  an  advisory' committee  should  consist  of  ' 

appropriate  s^ate  agencies  and  officials  and  the  public  including 

^         ■  ' 
representatives  of  health  and  educational  institutions,  finance,, 

licensure  boards,  j^ovlders,  regional  health  system  agencies,  and 

.)  consumers,  '  .  * 

,       3..    The  Postsecondary  Education  Commission  be  required  to  develop  by  June 

30,  1977',  plans  ^nd  policies  that  irlll  facilitate  the  coordination  and 

4    functiohing  pf  t^e  health  delivery  kyis tern,  and  the  inatl tut 

.     ;    train  Its  workers.    Such  pldris  and  policies  should  be  deveioped  with  ' 


inputs  f rbm  the  Advisory  Cqnimittee^d  be.  focused  toward  accomplish- 
ing the  objectives  in  the 'State  Plan  for  Health.    Specific  policies 
and  plans  should  intlude  but 'not 'be  limited  to  the  following: 

-  identify  the  requirements  of  con^prehensive  care  and  the 

means  for  its  delivery  in  various  target  population  groups 

and  geographical  areas,  particularlyr  in  areas  of  critical 

need  and  underserved  areas;       •  . 

•  *  *       .       '    •      .  •        ■   ■  ■ 

-  suggest  tl^e  types  ^of  health  manpower  mix  that  will  be  required 

according  to  established  health  priojlrities  and  availability 

*         of  workers,  with  particular  attention  given , to  overcoming      ^  *' 

J         "      *  ^      V  ' 

barriers  £oi/the  use  of  mid-level  and  expanded  duty  practi- 
tioners; ^     ,       V  '  ,  '  - 

-  propose  an  experimental  educational  System  within  existj|^xig  v 
schools  and  institutions  that  is  based  on  learning  units  or 
modular  cui:?icuia  that  allow  students  maximum- accreditation 
and  transferability,  both  horizontally  and  vertically  in  the 

:         health  professions;      "  "  % 

-  develop  guidelines  for  allocating  faculty  time  In  terms  of 
percentage  "o^  time  for  instruction,  resfeaj<:h  and  community 
jjerviced;  ^  ^         <     .  '  ^  -^s^/^, 

-  efetabll^  career  ladders  for,  continued ' training  and  advancement; 

-  plan, for  .the  retraining  of  workers  and  use  of  part-time  em- 
plo.yment  positions.  ^ 

r    A  uniform  and  comprehensive  statewide  health  manpower  data,§ystfem  Be 

*  ■ 

^  established^by  July  1,  1977  to  determii>e  the'<4:reil4s  and  distribution 

■'^    ....  •  '  *    *  ••    ■  '  ' 

..  of  health  manpower  in^the  State  and  to  forefcast  and  update  future  needs 


<m  a  continuing  ba«l8.    Such  a  system  could  be  a  Joint  effort  of  the 
'         ■  '   •  '  '*     •  . 

Legislature,  the  Health  Department,  the  Postsecondary  Education  ^ 

Commission,  Consumer  Affairs,  and  federal  data -systems,  but  ^should 

be^  coordinated  Into  a  uniform,  updatable,.  and  compatible  system^to 

insure  that  collectitig^  analysing,  and  reporting  of  health  manpower 

^ata  lli  useful  In  iiy>nitoring  and  forecasting  manpower  suppler  and 

demand.  .  Specif i^ .£j|ai^^ ions  of  such  a  system  should  inclyde  but  not 

be  limited  to  the,  following:  ^  ^ 

-  track  factors  such  aS  employment  rates,  Job  turnover,  ^ 

vacancies,  and  bdno'rity  hiring; 

■» 

-  predict  future  manpower  requirements — ^4..e.,  arSSS^where 
overtraining  or  qnde^training  exist;  / 

-  identify  projected  demands  for  h^lth  care  services; 

-  determine  cost  Uenelitb'bf  alternative  approaches  of  train- 
ing and  utilization. of  health  wprk&rs;  . 

V  •    •  • 

-^collect  additional  kinds  of  data  suggested  Xfi  this  report—  * 

i.e.,  costs  of  liability  and  insurance  rates,  and  determine 

th^ir  resultant  c^f feet .         •  .    ^  ^  ' 

Support  the  continuati9n  and  expansion' of  experimentai  and  4emon-^ 

stration  projectfti in  health  manpower  training  and  utilization.    The  ^ 
*  ■  .  • 

intent  of  such  projects  should  include  the  following: 

■  •      ■  •  '  ■■'  t 

-  identify  the  functional  roles  aiild  expanded  duties  of  workers 

'  in  such  aread  as  pharmacy,  optometry,  nursing,  aiid  mental  health; 

-  identify  the  legal  implications,  appropriate  work  settings, 
j^upervision  requirements  and  cost  benefits  'of  utiliiting^ucjj  ^ 

personnel; >  ^ 


^     •  develop  c%jfemi  ladder^  and  patterne  of  mobility  In  the 
training^' and  efq)loyiiie|E^t|8bf  entry  and  mld^leyel  workers; 


meat  vlW  mod;ulan^tyi)9 


'       ^  experiment  vlCn  modula^typf  curricula  versus  the  traditional 

'  ^'  -  ^'     ■  ^■ 
credit  hour  system  and  dfevj^i^p  examinations  to  measure  com- 

■  «     *     ■     '         .  ■    • '  ,  ■  •» 

pet*ence  In  skills  and  preblems  solving  rather  than  knowledge 

tests  /     •        .  * 

extend  bealth  services  to  rural  and  underserv.ed  areas  through 

"  '  •  ^%  '  ■ 

the  use  of  nurse  mldwlves  and  expanded  diity  training  of  other 

'  ■  '  .  V      '  '  '  . 

personnel;     '      '  . 

...  I  '  .  ■ 

^         -  develop  new  or  innovatliye  methods  to  provide  cdntinuing 

education  in  remote  areas  wHere  conventional  resources  ar^ 

not  available; 

Create'  a  unifolito  licensure  systeta  by  January  1,  1978,  with  its  ob- 

'       .  •  "    ^.    '   ^  ■  ■ 

Jectlve  being  to  provide  the  public  consumers  with  competent  health 

*  ** «  ■ 

practitioners.    Licensure  should  be  based  upoa  proficiency  examina- 

■  ,  »• 

tions  and  equivalejigy ' testlrig»ifljid  require  continued  education  for  re 

.  ' .  r-   "^'^^     .  ■■■  .  /■  ' 

licensure.     Such  tegul|Ltions  shpuld  apply  to  all  categdjries  of 
occupations  and  workers. 

Consideration  should  be  given  to  the  creation  of  a  single 
personnel  licensure  system ^Under  a  board  or  a  department.     Such  an 
organizational  uriit  or  units  slrould' contain  approptiate  fepresenta- 

<^tion  from  the  public,  pifofessional  and  subprofessional  occupatiotis 

*.  \  ' 

and  associations,  educational  instltutioins ,  and  health  providers. 

3ur 

>         ■  \  [■        •  '  '   ■■   *     ^  ^ 

feed  ihto  the  comprehensive  data  collecting  system  to  report  fhe 
numb%r  and  location  of  active/inactive  practitionecu^. 


I^icensure  renewal  Mat^  should  be  un^fbrm^or  be  progranmied  to 


7*    Increa'se  conaumer  involvement  in  the  advisory*  planning  and  regula*- 
tory  bodies  concerning  health  manpower  training  and  utilization. 
Consumers  should  be  selected  according^to  their  type  and  numbers  in  ^ 
order  to,  make  their  contribution  both  representative  and  significant. 
Consumers  should  also  be  educated  so  that  they  can  part^ipate  both 
intelligently  and  confidently  in  planning  and  advising  klong  with  more' 
experienced  or  professional  membets  of  these  bodies.  * 

8.    Appropriate  funds  to  develop  consumer-organized  and  directed  health 
organizations  for  the  purpose  of  health  education,  illness/disease 
prevention^  and  health  maintenance.    In  the  last  analysis,  the  more  . 
responsibilty  consumers  assume  in  the  prevention  and  maintenance  of 
their  own  health  the  less  demand  they  yrill  ^pldce  on  the^,  health  care 
system  and  the  less  need  for  episodic  and  sick  care.    Examples  of 
such  organizations  are  the  CommonHealth  Club  in  Sonoma  County,  and  ' 


other  similar  l\ealth  maintei^nce  organizations. 

sidles  tc 


Provide  incentives  and  subsidies  to  encourage  the  education  and 
practice  of  needed  categories  of  personnel.    Examples  of  this  could 
include  the  following: 

provide  incentives  for  primary -care  physicians  by  subsidizing 
their  educations  and  resl-dencies ;  , 

-  encourage  practitioners  to  work  in  rural  and  underserved  areas 
through  tax  breaks,  ^roup  practice,  giving  special  cultural  and 
language  training  a^  other  means; 

-  identify  rural  areas  that  meet  necessary  criteria  for  training  • 

0.        ■       ,  '      .        ■  _  -         .  ■ 

and  establish  sites  for  primary  care  training; 

-  fund,  educational  inS-^tutions  according  to  priorites  and 
needs  for  certain  kinds  of  Jiealth  workers. 

.    .  -  D7 
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2.  REOOMMBNDATIONS 
.    PROFESSIONAL  LIABILI.TY  INSURAMC^  ISSUES 

Many  physicians  appear  to  be  riding  out  the  Initialvmalpractice  storm,  ' 

some  having  increased  their  fees  to  absorb  increased  costs  and  some  having 

made  practice  of^anges  to  reduce  them.    Many  are  piroba]>ly  hoping  for  some 

legislative  relief  while  they  ponder  their  options  for  the  future.     If  rate^  , 

continue  to  rise  |9ubstantlally ,  then  Increased  medical  costs  and  perhaps  more 

stlbstaxitlal  practice  changes  will  result.  > 

Even  though  Medl-Cal  recipients  are  obtaining  access  to  care,  It  4oes 

■  ■    ,  .    -  -  . 

appear  that  many  physlxians  are  becoming  more  reluctant  to  treat  them  due  to 
Increased '^iiSlspai^ity  between  fees  charged  to  private  patients  and  Medl-Cfil^ 
reimbursement.     Coi^sldferatlon  should  therefore  be  given  to  bringing  Medl-Cal 

physician  reimbursement  more  In  line  with  charges  paid  to  private  patients^ 

J  ^  ^  :  . .  ' 

Efforts  should  also  be  made  to  assure  t;Jiat  obstetric^  care  Is  available  to 

t^bse.  In ' rur^l  areas.     In  some ^ are as  Increased  use  of  nyrse  midwlves  could 

fill  this  need. 

In  addition,  consideration  should  be  given  to  making. the  rate  structure 
mere  flexible  to  not  discourage  %)  rural  and  part-time  practice  by  competent^ 

physl'irians;  2)  family  practice  physicians  and  other  specialists  from  doing 

'■ '  .         *  '  ^ 

-those  procedures  they  are  trailed  and  technically  competent  to  do,  and 
3)  new  physicians  from  locating  in  California. 

RedQmnendatlons  for  Further  Research 

We  recommeml  that  the  following  research  be  undertaken  to  more  thorougj|ily 
document  the  effects  of  malpractice  rate  dncre^es:  "  ' 

1.  monitor  trends  in  Medi-Cal  physician  provider  participation,  and  i^, 
in  their  acceptance  of  new  Medi-Cal  patients'  to  determine  if  sMfts  in  ^' 
availability  and  accessibility  of  care  is  occurring;  *  *' 


2..    monitor  trends  In  Medl-Cal  patient  census  In  county  and  conupunlty 
hospitals  to  determine  If  Medl-Cal  patients  are  b|^g  Increasingly  admitted 
to  county  facilities;  •* .  < 

3.    monitor  trends  In  selected  surgical  ^oceAxxres  and  obstettlcs  by 
specialty  and  area  to  determine  If  changes  in  number  of  procedures  or  in  type 
of  physician  performing  these  procedures  is  changing; 

^  4*'  compile  and  analyze  statewide  data  from  malpractice  ijisurance  com-  > 
panles  on  the  extent  to  which  physicians  are  changing  premium  class  anid  why; 

5,.    collect  and  analyze  data  on  selected  surgical  and  obstetric  pro- 
cedures  to  determine  if  any  reduction  in  number  or  change  in  physician 
specialty  perfbrming  them; 

6.  analyze  data  from  recent  California  physician  rellcensure  and  accom- 
panying survey  to  determine  changes  in  supply  and  distribution  of  physician^; 

7.  to <Jthe' extent  possible/  complete  and  analyze  data  on  residency 
location  choices  of  interns  and  residents  to  determine  if  California  is  as 
attractive  a  place  for  location  as  it  has  been  in  the  past;^ 

^8/  survey  California  house  officers  to  determines  their  practice  choices 
and  the  extent  to  which  malpractice  may  significantly  Influence  that  choice; 

9.    poionitor  malpractice  rates  in  other  states.    Apparently  no  central 

*     .<.  .  .  ,  , 

repository  exists  for  collecti||^  rates  by  state; 

10..    develop  a  continuing  survey  of  physician  practice  patterns  on  a 
sample  basis  to  detect  changes  over  time  and  on  a  timely  basis. 


.  \ 


3.  RECOMMENDATKKIS 
WDICIMB 


It  Is  recommended  that: 


!•    The  state  of  California  maintain  on  a  continued  basis  a  health  manpower 

/  A 

intelligence  system  that  is  responsible  for  collecting,  collating  and 
analyzing  data  and  information  required  to  monitor  physician  and  other 
health  manpower  and  health  science  education  trends  systematically. 
It  is  recoimnehded  that  ;thi«  l^^e  a  Joint  effort  between' the  California 
Pdstsecan&ry  Educatl^^^^^^  the  Senate  and  Assembly  Research 

Offices,  the  HeaJitU  Maiipqw^^  the  State  Department  of ^^alth, 

"  ■^'■^^^'^-^  ;,tV-C- ■   ■•  \.    .  ^ 

the  regional  health  system  i%^iici^  ,ii},  the  State,  and  the  Department  ) 

of  Consumer  Affairs.  *  ■ 

2.  Fund  special  programs  for  undergraduate^  medical  schools  to  encourage 
medical  students  to  enter  primary  care.  »  ' 

3.  Based  on  the  recommendations  of  the  Health  Manpower  Advisory  Committee,, 
the  Board  of  Medical  Quality  Assurance  should  certify  the  number  of 
surgical  specialties,  family  practice  and  other  primary  care  special- 

^.    ty  slots  in  l^tate  graduate  medical  programs. 

4.  Mandate  the  State  Board  of  Medical  Quality  Assurance    to  develop  a 
plan  by  1977- in  cooperation  with  the  14  health  system  agencies  to 
asfess  the^need  for  specialties  in  their  area;  and  to  issue  limited 
licenses  to  out-of-state  applicants  to  practice  only  according  to 

.  openings  '  available  in  local  areas. 

5.  Provide  greater  suppbrt  of  family. practice  residencies  and  other 
primary  care  specialties  such  as  the  Song-Brown  Family  Physician 
Training  Act  (SB  1224)'. 


The  State  ahould  Increase  enrellnent  In  t][iip:^iiiu^  at  the 

University  of  California  by  72  In  the  entWln$  ^ 
next     4     years.    In  1975-769  the  flrst-ryefir 

University  of  California's  5  five  medlcaivi^^  At  this 

projected  Increase,  the  recoimaended  entlfctin^^^ 

be  633  by  1980.  .  '  ^/^i-'^'^'^:';::^  '    •  * 

^  ,_.r  '■  ■  •  .■ 

■ .  ♦  .         i  ^  •'«  ■■' '  •     -  . 

With  these:  projected  enrollmentsV  Wr  aetgregat^^^  physician 

•    ■  ■  ■  ■'■'.''^.■''i'^'!'^-.-'^^       ■  ■  *■  •  . 

population  will  grow  from  ^69165  Itt  1975:  to'  54;732  in  1980;  with 

a  corresponding  physlcl^n/populatlpn^  ra.tld  'itn^^  from  20r/l(}0,000 

to  222/100,000..'  ■        ■•- ^  ■'■'■^^■•■■v:;V;;::.v:^ 

Require,  ^hat  medical  schbpls  alliot  v^at  le^a^  their  direct 

affiliated  filled  residencies  ta^flm^V^^  c  that  lis^^ 

family  practice,,  geixteral  Intern^X  jD^<^^<^itier  pediatrics  • 


.  4.  RECOMMEl 

NURS^ 

The  following  recomnendat lone ^ regarding  nursing  education  in  California 
are  presented  here  for  consideration  by  the  California  Legislature.  These 
recommendations  are  made  as  a^resulib'of  compiling  the  various  resources 
U8>ed  as  informatiqn  In  this  report.    All  address  problems  discussed  in  thiB:./ 
report  are  listed  in  th6.  Introduction.,  *         *  '  ^ 


It  is  respectfully  recommended  that  the  California  Postsecondary 
tion  Commission  sponsor  the  fo^lpwitig  iicti^ties  in  order  to  address  problems 
detailed  in  this  report: 

1.     Sponsor  Compreihensive  Studies  of:  ^  . 

a.  Projected  demand  for  generalized  and  specialized  nursing  care 
. .  •  V -dervices  in^iluding  the  following  fact  oars: 

*  *     '  -  impact  of  devfelop^i^nt  of /prepaid  health  plans; 

-  cost  of  such  nursing  services-;  ^ 

-  price  for  alternative  services; 

-  financial  resources  of  training  and  employers  facilities;  i 

V-  •  ^  '    :  j 

\   *  >       *  size  pf  population  and  population  growth  factors, 

i^/  ^  ^         •        ;■  : 

<      ■  ^  ~    ■  .  -  •  , 

v>./V .  .     including  income  per  capita;  O      r  ^ 

si-       •  ■      .         '  ■•  ■    <v     ■  ' 

t  "^^v  -  statistics  regarding  facility  usage  where  nurses  are 

A  employed;  ' 

■  V':     '  -  relationship  between  health  care  expeAditures  and  GNP; 

-  national  trends  and  actions  of  the  federal  governments  and 

"  _  ':y'M> 

legislation  whioh  may  have  significant  impact  on  nursing  * 

If    ,   "  ■  ■  «    ,        t  .  " 

'v"  manpower  demand  in  California. 

it'    '  ■  *  *  . 

b.  Costs  and  benefits  of  alternative  approaches  to  providing 
continuing  education  and  monitoring  continuing  education  for 


heailfch  professionals. 

Support  SystMjatlc -and  Comprehensive  Data  Collection  of: 

a.  Nursing  employment ,  Job  turnover,  and  other  Job  availability 

,  '         -  ■7-. " .    '  -  ^  ' 

factors;,  a  j " 

b.  Percentage  of  employed  minority  nurses,  minority  nurse 

%  labor  participation  statistics  and  minority  Attrition-  rates; 
p^.  Legality  of  varlus  collaborative  agreements  and  corporate  ; 

structures  between  physicians  and  extended  role  nurses.     V  ;^ 
Develop  Polic/y  Statements  and  Actions  on:  -  , 
a.    Articulation  between.. various  leve'ls  of  nursing  programs 

considering  credit  tf^nsfer  and  achievement  testing; 
5>.    Formalized  careei;  ladders  bet\jeen  various  levels  of  nursing       ;  ■ 

trainf^g;  ,  / 

c.  Allocation  of  nursing  program  faculty  time  in  terms  of  per- 
centage of  time  for  instruertlqii,  research  and  community 
professional  services;  < 

d.  ^  Definition  pf  roles-^ijf^variously,  trained  registered  nurses; 

e.  Decentralizing  nursing  education  via  extended^  degree  programs; 

f .  Academic  status  of'  continuing  education  courses  for  nurses^ 
including  training  programs  for  specialist  churses  such  as 
ecu  nurses  and  nurse  practitioners; 

g.  Formalized  initiative  to  b;?ing  practice  of  nursing  and  nursing 
education  together  in  order  to  deve^lop  the  kinds  of  curricula 
needed  to  train  nurses  for  new  and  emerging  nursing  roles. 

Encourage  Project  in: 

a.     Innovative  ways  to  encourage  trained  nurses  to  reenter  the 

)'  .  '  ..    .  ■ 

nursing  market  (such  as  part-time  work' arrangementsf,  experimental 
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salary  and  working  condition  Incentives »  etc.). 
b.    Nutslng  career  education  stressing^ realistic  job  opportunities 

and  conditions,  aimed  at  a^e  groups  Identified  as  having  the 

highest  probability  to  continue  practice. 
C.     Innovative  dllnlcal  training  coordination  and  utilization 

projects; 

d.     Experimental  pilot  ptoject  utilizing  nursing  personnel  In 

new  roles  wi,th  a  strcjng  evaluation  components;  ,^ 
Nursing  school  applicant  matching  system.  >> 

Recommen^ded  Enrollment: 

a ^  Maintain    Associate 'Degree  and  Diplonja  nursing  programs 'Entering 
class  enrqllment  at'sToOO.       (  The  1975  Associate  degree 
program  admisslonsi  were  4,350  and  the  Diploma  program  ad- 
missions were"  355  •)  o 

b.  Increased  the  enrollment  of  the  entering  class  of  Baccalaureate 
Degree  students  by  3.44%  per  year  In  line  with  national  pro- 
jec ted  growth  rate  to  2,007  by  1980,     (In  1975,  there  were 
1,695  Baccalaureate  Degree  admlSBions).  \ 

c.  Increase  graduate-  enrollments  Instate  universities  by  20% 

to  800  students  In  order  'to  Increase  the  number  of  nurses  ^ 

with  advanced  training  who  are  capable  of  assuming  educational 

i    "  •  '  ■  ■ 

.  and*.administrative  roles.     (Approximately  400  professional 
mirses^  are  receiving  their  graduate  trailing  In  the  two  University 
of  California  nursing  schools  and  268  in  the  California  State 
University  mii/sing  schools  in  No  statistics  available 

f.or;pJ|vafe  schools).  f  I. 


.     5.  RECOMjfENDATIONS 

DE^ISTRY  ,  I 

It  l8  recomaended  that:  '^^>#f  - 

1»    The  state  of  California   maintain    on  a  continuing  basils  a  !|H^alth  maApowe 
*■        '  '    .   .     '  :  '  •  T  yr";;- 

intelligence  system  that  la  reaponaible  for  collecting,  collltting  and 

•    •      '  . 

analyzing  data  and  information  required  to  monitor  dentjlst'^and  dental 
auxiliary  manpower  and  dental  educatlfan' trends  syfttematically . .  It 'is  I 
recoimnended  that  this  be  a  Joint  effort  betWeen  the  California  .* 
Postsecondary  Education  Commission;  the  Senate  and  ^sembly  Research 
Offices,  the  Health  Manpower  Unit  6f  the  State  Department  of  Health, 
the  regional  health  system  agencifis  in  the  State  and  the  Departmjpnt  of 
Comsumer  Affairs.      ^  :       ■  '   '  '  ■  I 

2.  There  should  be*  incentive  p^ogrfuns  to  encourage  the  dental  profession  ✓ 
"^^^  to  utili'^e  dental  auxiliaries  to*  implement  preventive  dental  cOTe  pro- 
grams iri;  the  schools  and  determine  if  they  are  a  cost-effective  means  of 
dealing  with  dental  di^^ase. 

3. V   Support  should  be  given  to  demonstration  projects  to  try  out  and  eval- 

^  uate  the  degree  of  increased  productivity  by  utilizing  expanded  duty 

»  ^         ..      ■  ■  ^  . 

auxiliaries  in  private  office  settings.  V 

'  '  *  .    .    ■     •  "    '     ■  ^  ' 

A.     Encouragement  should  be  given  to  the  development  of  educational  outreach' 
programs  for  dentists  throughout  the  State.    Emphasis  should  be  given 
to  emergency  primary  medical  care  diagnosis  training  for  dentists  in 
underserved  areas  as  provided  by  the  Universilty  of  Pacific  Dental  Project 
in  Elk.  .  " 

5.    The  entering  class  enrollment  for  dental  students  In  University  of 

California  schot)ls  should  be  limitjBd  to  an  increase  , of  no  more  than  20 
'projected  for  U.C.S.F.'s  program^     In  1^75,  the  total  enrollment  of  the 


eptering  class  for  the  2  University  of  Calif ornia- dental  schools,!' 
irts  194.    Baaed  upon  the  rate  of  increaae  of  the  projected  California 
population  at  6;85a;  for  the  1975-8Q  peiriod,  the  Recommended  entering 
^ class  for  the  2  schools  would  only  be  208  for  1980.    The  additional 
small  expansion  may  be  justified  for  kn  increase  o5  educational 
opportunities.  ^  '  ^ 

It  is  projected,  however,  that  the  total  number  of  licensed 
dentists  wiH.^  increasg^rom  12',529  to  14,433  from  1975  to  1980.  The 
ratio  of  dentists  pet  100,000  population  will  therefore  increase 
from  59  to  6>  per  100,000.        -  '  ^ 


V     6.     RECOMMENDATIONS  ^  ,  ' 

."^  \PHAFMACY  ^.    \    .  .  . 

The  folloving  recommendations  regarding  pharmacy  education  are  presented 

for  cohsidetation  by  ^he  California  Postsecbndary  Education Commission.  . 

1.    The  State  should  encourage  and  provide  financial  incentives  for 

the  development  of  'Experimental  health  manpower  projects  designed 

to  explore  extencjed  fole  ^)hartaacy  and  most  economical  use  of 

;  pharmacy  , i^^npoyer^  iTxcludlng  pharmacy  technicians.     These  projects 

should  bfe  developed  in  accordance  with  *the  recommendations  of 

"    »    •-.....  .    .    •      ,       . '   ■'    '  ,  ,     . " 

*;         *    ■        Advisory  Commission  on  Pharmacy  to  the  California  State  ' 
V  .  Assemby  Pur8uan^  to  HR-21  ^  and    the  /^l^jgond  Annual  Report  to  the 

^Legislature  on  the  California  Experimental  Health  Manpower  Pilot 
.  Froiect  (AB1503),  ' 

'  These  experimental!.;  inviestigations  should  be  conducted  in  a 

varlety:of    settings,  ihcltiding  community  pharmacies,  6utpat lent  ) 
.  crinlc  centers.  mental  health  facilities,  acute  care,  interni^diat^ 
and  skilled  nursinjg  care  facilities,     fhe'most  appropriate  role  / 
needs  to  be  identified  for  the  clinical  pharmacist  with  respect 
to  his  potential  function  as  a  membeir  of  .various  health  terms.  ' 
^  .     interacting  with  the  patient  (inclildii^jj  education)  a^d  other 


health  personnel.  Consideration  needs  be  given 'to  not  only 
the  needed  training  of  new  pham^cists  whSloh  requires  the  com- 
letion  of  30  hours  of  Instruction  biannualij^,.  /   /  <^  -.r 


Studies  relating  to  technj^ban  training  should  be^ directed 

->        ■  \  .  V  '       ;  ■       '  - 

toward  appropriate  delegation  of  pharmacist  tasks  with  consid-         '  '  \; 

eratlon  of  the  following  questions:  ,  V 


-  What  are  the  medical  legal  implications  of  such 
deleg'ation?  .     j  • 


-  In  what  settings  ahoiild  these  personnel  be  utilized  and 

'     ■ . '       '  ■  '      '        ' '    •  •    »  •  • 

with  what  levels  of  pharmacist  supervision? 

-,Who  should  divelop  the  training  programs,  accredit  them. 

.  .  *  ♦ ,  ^ 

and  certify- students?  '    #•      ^  •  ' 

,    .       '  .  .  •  ,      ,    ,    '    '      \)  " 

-  What-  additional  quality  controls  .should  be  built  into  the 

'\      ^   .   '  •  ^ 
pha^rmacy. delivery  system  which  utilizes  these  technicians? 

-  What  aye  t^  cos.t  benefits  (if  any)  tothp  pharmacy  arid       .[  ' 
overall  health  delivery  systems?  ^  -^^^        ,  *  ! 

;rhe  State  should  monitor 'th6  piattems  of  establishment  of  i^^i^ential 
practice  of  Doctor  of  Phanpacy  students  who  graduate  from  the  three* 
Calif9rnia  schools  during  the  next 'several  years.     Should  a  si^if- 
^icaht  proportion  of  these  Students  establish  their  practice  out  of  ' 
state  then  Calif o^-nia  pharmacy  school  enrollments  should  be  increased 
accordingly.  ^  . 

the  State  should  conduct  ongoing,  analyses  of  the  projected  Imjp^ct 
of  increased  prescriptive  druc  consumption  under  NHI  (e-ie-^liLncrease.) 
upon  pharmacy  manpower,  needs.     These  analyses*  should  be  codfdinated 
with  the  experimental  health  manpower  studies  of  extended  role  ^ 
pharmacists  and  pharmacy  technicians.     In  this  manner,  Calfiornia 
can  rationally  plan  .for  future  pharmacy  manpower  needs  with 
consideration  of  the  most  economical  and  qualitative  apggroach  , 
to  the  problem.     ■   ^  '     '  ' 

:■•    ^    •      'i.        -  .       .       ■.  ■ 

No  additional  ^enrollments  ate  recomm'ended^f  or  "the  state-supported 

■*  ■  "  ...  .  •>  „  ■    *         .  •  ■ 

UCSF  program  beyo^  those  already  projected.     UCSF  intends  to    *  ' 

-  ■     ■    ■  .      ,\ .        *  "        *  ^        ^    ' ,      ^  •  . 

increase  the  :enter±ng  prefessional  class  of  109  in  1975-76  to     '  U 

■    •••  .      ■     '  ."  ■  .\        ■    ■  ^     .  r         "  V 

120  in  1J77-78. _  Thfe  graduate  enrollment  will  increase  gradually 

.■  *     ■»  ■ '  .  ■**■•.■. 

from  50  in  1^73-74  to  65  by.  the^  end  of  the  decade.  '         *  . 


6  >^rollaent  re< 


This  \^rollaent  reconmendatlqn  la  predicated  upon  California's 
continuing  to  nalnteln  Its.^favorable  Inm^Lgratlon  of  phanoaclsts 
and  retent4.on  of  our  graduatesAf^oti^UCSF,  UOP^^and  USC  (particularly 


the  Doctor  of  Pharmacy  students).    Se^  reconihendation  #3.  Should 

J    ^  ■  • 

this  pattern  change  significantly  the  enrollments' at  UCSF   'should  ^  • 

^e^^creased  proportionately.        "  ^ 

This  recoimnendatlon  Is  also*based  on  tlte  favorable  dlstrlt)ut'lon 

...   ■       ■  "*   .       ^  '  '.  "~ 

of  pharmacists  In  Calif ornkla  an4^the  relatively  yound  agl^of  the 

■  . '  •       '     '  .  .-^  '  •  « 

practicing  professional.        '    ,  ^ 


It  Is  true  that  California  awards  only  about  62  of  the  to'tal 
phari^acy  degrees  Imthe  continental  United  State,,   even*  though 
the  State  encompasses  10%  of  the  count r/'s  population.  Additionally 
California  ranks  39th  with  respect  to  pharmac^  student/population 
ratio. ^^^^  However,  currently  only  80.8%  of^the  pharmacy  students 
nationally  ate  enrolled  In  schools  In  (l^lr  hbme  state,  whereas 
Ck^llfornla  educates  94%  of  Its  studensts  within  the  State.  Va^ 
Issue  appears  td' be  how  the  State  can  b^st  utilize  new  resources  ^ 
which  mlghji  be  used  for  pharmacy  education.  -  ^ 

It  appears  at  the  present. time  that  the  3tate  could  best 

.    4  ■  ■' 

Utilize  new  resources  for  pharmacy  educatl6n  to'^suppoi^  experl-  ' 
mental  training  and  retraining  projects  fp^^ pharmacists  and 
technicians  In  rational  preparation  fc^^phanges  In  delivery 
system  which  will  parallel  the  Institution  of  NHf^.  California, 
with  Its  strong  Doctor  of  Pharmacy  programs,  and  AB  li503  etiabllng 
statutes  should  most  appropriately  provide  this  leadership  In 
experimentation  with  the  delivery  and  educational  systems. 
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Oj|t014ETRY  .  t 

The  following  recoimnendatiotis  regarding  ^j^^ometry  education  are.prfe- 
ted  for  consijieraticn  by  the  Cafiforaia  PostSecondarry  Education  Commission. 

1.  The  State  'Should  encourage  th^ development  of  experimental  training 

px^ograms  to  test  the  ^easibijJ-tV  of  utilizing  optometric  . technicians 

^  •  •        ' ,  •.  *  * 

^  in  a  variety  of  healthAtare,  settings-     Such  studies  &houl3  be 

■'  '  '  \  ^'S'  •  ' .     *  ■  .         ■ «    ■  •  ^     ■  .r. 

oriented  to  tas^  aij^lysis,  p^roVider  Acceptance,  ^consumer  acceptance, 

*  ■  ^  :  "*  ^       <^    ■     *     *    *■    *  .       '  r.- 

^     cost  efficiency  arwdj|*^ect  upon  t:\\e  queHty  of  vision  care  servi<:es. 
These  programs  may  be *apprd»riately  initiated  under  the  auspices  of 
the  experimental  Ij^alth*  rganpowe.r  tfaTr^g  provisions  of  AB  1503. 

2.  ®5he  State  should  moni^i^th^  impact  of  ttlev trend  on  th^  part  o% 

^       the  SCCO  to  enroll  out-^of-stat^?  studefii^s  upoh  the  California 

^       .  #     -      -  ■     '  ?  ■   ^  ^  .  ^. 

Dpt6metric^manpoWer  siftiation,^,    An'nua^  ana^ses  should  be  made  of 

t^he  change     if  any)   in  th^  proport iqp  of  SCCa.graduat5es  who  estaB- 

.       -  ^  "         '         •  .r^    ■  ^ 

lish  their  optdftetric  practice '^ujtside*)f  California.     If  this 

factor  significantly  affects  the  optometrist  license  supply-  in 

■i  >"  -  ■  J*  ^.  y 

"  Calif  orni*^  the  stAte  should  consider  tfvfe  establdishment  6t  *  a 

0  ^ 


coritract  prcDgram  wi^h  the  SCCO.  ^  #  '^''^ 


An  alternative  recommendation  toy$he  est*ablishment  of  a  contract 

program  with  Sc66  (//2  recommendation)  is  expansion  of  t?he  UCSi      *  * 

program  to  make  up  the  difference  in  the  declining  enrollment  of 

■       -     .  0 

California  students  at  SCCO.     Such  an  expansion  should^ include  , 
clinical-,  outreach  programs  to  the  no||^hern  and' southern  portions 
the  State,     The  State  should  conduct  a  co'St  effective  com^ 

parlson  of  a  contract  program  with  SCCO  versus  a  p^ograii.  expansion 

.  •  *  "        •  •    ^  I 

at  UCB.  % 


No  additional  enrollments  are  recoifanended  for  the  UCB  program 
beyond  those  already  projected.    UCB  ind,^SCCO  enrolled  64  and  ^ 

•^'5^6  first  year  students  respectively  in  the  current  year  (  a  total 
of  16).     If    Hopptng's    projection      that  California  schools  will 
will  have  to  admit  a  combined  total  of  approximately  158  students 
per  year  .in  order  to  maintain  the  jnresent  optoinetrist/population 
ratio.     Thfe  State  is  currently  meeting  that  objective.  This 

..  tecommendatioA^  Is  predicated  upon  the  State's  monitoring  of  the 
changf  in  the*  mix  of  C^li^omia  to  out-of-state  students  at  the 
SCCO  and  the  subsequent  impact  upon  licensure  patterns  (recom- 
mendation  #2).     It  should  also  be  noted  th^t  the, enrollment 
recommendation  is  based  upon  the  lack    of  sufficiently  compelling 

'  rationale  to-  incl^ase  the  ratio  of  optometrists  to  population  in 

c^iCallfqrnia  which  is  presently  1/8, 416-  (the  seventh  highest  rank 

..       *  , 

lit  the  country).    H^W  identified  the  minimum  ratio  as  1/15,000 
and  Englahd-^ales  with  a  national  health  service  has  a  tatio'of 
1/10,057^  -  Given-> the  l^ter  .  figure,  the  AOA  recommended  ideal  of 

seems  to  be'  somewhat  liberal;**   Furthermore,  &fter 
intensive  study  of  the  ratib  issue,  the  State  Council  of  Hi;gher  * 


Education  of  Virgin^  arrived  at  thV  (inclusion  that  a  ratio  ,  of. 


1/14,600    was  sufficient  to  ^nieet  tljeir^ state  needs.      '  Kaiser 


r 


Permanent^  of  Los ^Angeles  maintains  a  ratio  of  1/18,750.  A 
comparative  study  of  six  large  p^repaid  g^oup  health  plans  shpweid 
a  ranjge  of  1/12,000  *to  1/18,800  in  the  optometry /patient  ratio. 
It  must  be  remembered  that  the  f ee-for-service  pattern  of 


optoinetric  aare  fa  a  self-restricting  system  o^  demand.  With  a 
more  accessible  system  of  care,  such  as  may  be  provided  under 


national  health  Insurfu^pe  the  demaxid  for  services  may  Increase 
In  quantum  fashion.    Or  stated  In  another  way,  the  present  demand  * 
for  optometrlc  services  may  bear  little  relationships  to  the 
^n^d  for  services;  to  Issue  yhlch  was  not  within  the  purview 
^f  this  analysis.  /  •  , 

•The  State  should,  6n  an  Interim  basis/  be  prepared  to  support 
an  additional  enrollment  of  alK)ut  10%  for  optometry  education  In 
the  event  of  passage  of  natlona^  health  Insurance  legislation 
which  Includes*  an  optometry  services  provision..  This  recommendation 
1^  bassed  upon  the  effect  of  Medicaid  upon  the  demand  fox  ^^ometrlc 
services.    The  10%  enrollemn):  figure  should  only  be  used  as  an 
academic  planning  guideline  and  should  be  revised  In  relation  with 
the  specific  provisions  of  any,  national  "health  Insurance  leglsla- 
tlon  and  the  availability  of  more  deflnltVe  analy^ses  of  manpower 
requirements.  4 


V  ■ 
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III.  NATIONAL  LEGISLATION  AND  MALPRACtlCE  ISSUES 
1.  THE  IMPACT  OF  FEDERAL  HEALTH  MAiJPOWm  LEGISLAtlON 

.1  * 

'         In  attempting  to  determine  the  impact  of  pending  federal  health  manpower 
legislation  on  the  state  of  California,  it  must  be  kept  in  mind  that  the  law 
which  is  finally  enacted  will  not  become  effective  until  1977,  at  the  earliest. 
The^ length  of  time^ required  to  implement  its  mandates  will  yary  acQprding' to 
>the  specific  provisions,  thus  possiL^y  delaying  their  full  impact  until  the 
1980sv    The  impact  of  those  provisions  which  focus  on  medical  students* newly 
enrolled  after  enactment  of  the  legislation  will  be  even  further  delayed  by 
the  length  of  the  physician  training  process. 

Decisions  on  capitation  pajnnents  are  likely  to  have  the  most  immediate 
effect  on  the  medical  schools.     It  seems  clear  that  capitation  funds  will  ' 
continue  to  be  available  to  medical  schools,  but  the  amount  per  student  could 
be  reduced  and  the  requirements  for  receiving  the  payments  will  address  very  , 
different  issues  than  in  the  past.     In  ordef  to  receive  capitation  payments 

under  the  new  federal  legislation,  medical  schools ^will  be  required  to  shift 

■       ■      •  ■  *  ■»  '    ■  ■ 

their  focus  from  increasing  enrollments  to  actions  which  seek  to  alleviate 

I'  * 

problems  of  geographic  and  specialty  maldistribution.    '         '  « 

.  ^  '      '       '  '  ^-^  ^  '^t'         ■  ;  , 

A  reduction  in  the  amount  of  papitation  payments*  will  have  a  more  pf c^ound  ' 

impact  on  private  medical  schools  in  California  which  cannot  rely  on  state 

'.      '         ,  *  '    .  * 

"  .     •  ^  -       '  .  .V  •  ■  , 

funding.     Both  statl^ystia  private  institutions  may  feel  compelled  to.  compensate  - 

* '  ^ '  .  ■  ■  ' 

for^a  reduction  in  capitation  payments  by  increasing  tuition.     Being  part  of 
the  state  supported  educational  system,  the  public  medical  sc^hools  in  California 
will  be  able  to  absorb' a  greater  reduction  in  capitation  paymen^ts  than  feheir 
private  counterparts  in  the  state. before  having^to  resort  to  tuition  :^crease8. 

The  various  bills  currentlji  before  the  Congress  differ  in  the  extent  ^to 
which  they  use  capitation  payments  to  achieve  federal  objectives.     There  are  . 
some  proposed  stipulations — such  as  the  requirement  that  each  studient  agree  to 


provide  Service  in  an  underserved  area  in  order  for  the  school  to  relceive  .  •* 
capitation  funds—which  the  medical  schools 'in  California  may  find' uhpaj.ata,ble.  '  • 
If  such  ..requirements' were  enacted  into  law,  the  jnedical  schools  in  California 
might  refuse  to  comply  and  thus  sacrifice  all  capitation*  funding.     In  this^. '  \  o  - 
instance,  it  is  reasonable  to  assume  that  all  schools,  public  and  private,, 
would  be  forced  to  increase  tuition.     It  is  ll^dly  that  those  provisions  per-    /.  " 

<^  .     ■  ■  :■   ^       '  '         "A.  ■ 

ceived  to  be  the  most  severe  or  an  encroachment  on  a; school's  academic  frefedpm" 
will  not  appear  in  the  legislation  which  «nerges  from 'Congress;  but 'it  i^^still  k 
too  early  to  predict  the  outcome.  .    •     -  '  -  '  V 

The  emphasis  on  enrollment  increases  which  existed' J.n  federal  health  nian4  ;' v 
power  legislation  since  19^8  and  was  encouraged  througl?  <;apltation  payments  iil  >^ 
the  1971  legislation,  has  been  greatly  diminished  in  the  currently"  pending  bills. ^ ^(^^ 

The  Congress  has  come  to  recognize  that  increasing  tl^e  supply' of  health  prof eS^ 

y  ■  ■  ■  ■  ^  'i  ^  ■.  ^  .-■  \       \  ^• 

sionals  does  not  guarantee  improvement  in  their  distributldnV  either  geogtaph-. 

ically  or  by  specialty.    Many  have  reached  the  conclusion  tha't  Ehe  nation  now 

'  ■        ■'■  .  '  •        ■    '        '    '  ^ 

has  an  adequate  or  even  excessive  supply  of  physiclanSv^nd  th;a^'  lail  efforts 

should  be  concentrated  on  redistribution  to  improve  the  ayallabilliy  ofe their 

services.  '  ^      \  ^  \  .■  V'''^--'  --"-' 

With  reject  to  enrollment  Uncreaaes^^^'^lternOTi^^  ip  the 

current  bill?  range  from  maffl^perrance  of -enrolln^ent  to  only  modest  Increases.  ^ 

In  the  short  term,  neither '^rjcyvl'^on  ^^11  h^ve^''arv8£±glSif  i^nt;^  on  ^  }i 


California.     A  problem  cpu0  ^j'k^^  in          futi^^  ho^^  f / 

Califorftla's  reliance  on  ptforsiclan  mlgrat?lon  Jsi&m  other  sjmtes  for  a  substan-  /'^•gir-  ' 

tial  portion  of  its  physicj.ai^.  t  If  sfcajt^ttHhich.^^^  losing  their  medi- 

cal  school  graduates  to  ot^rj  states  ^^^^  develop 'new  net- 


works  of  educational  prograintf  jBocusfelcf-.  t'^ie.-.  A^a^c^ 

of  physicians  migrating  tro;/Calif ornia  an  tfi^  future  iftay  dimi  Ii^i|kt\5^/« 


establish^  such  a  program  In  1967  which  hats  achieved  very  succeasful  results  (M' 
for  the  state.    When  the  program  was  initiated,  428  interns  and  residents  were 
training  in  hospitals  In  two- Indiana  cities.    During  the  academic  year  1973-74, 
697  interns  and  residents  were  Id'cated  in  seven  cities  throughout  thie  state  an4^'|f^ 

'V  ^      v  :  V^■-  ^z''  •       ■  ■■  --..ij^^^^^ 

pverj9<J%  of ;;the  available  pi^sitidris  were  filled  by  graduates  of  U.S.  medical  /i> 

  ........  «  ... 


achpols.  .  6^  thidi  groyth  aiid  regionallzation  of  graduate  training^  ^ 

.hatf  beeh. ''a  10%  Increase  in  the  nymber'o'f  pihysicians  practicing  in  Indiana  J 
tlip  pas.t^our  yeaps  while  the  ppp^uiatipn  increased  by  only  3%  during  the  same' 

'.  v:  Beydnd;  the  ef  forts  of  ;  st^t^s*  which  curr^tj^fc^'export  physicians  to  .retain  ;  7 
>  their /g^aduate^,  the,  loc^tiotjaOf^rieH^  may  also  have  a  *negativd>^-:l^ 


impaat  on  .the  mlgratloi^  of  phffsic'lan^  tp  .pa^lfxJrtiia.    Held  has  shown  that    *  " 


Vhet  ini^t;^tio^"  of  >^l|ij^stpl'^n9,  to  #iib  Paeific  region  as  a  percent  of  ihc 
ductlon  f%,Xo\ffe<  fprfthe  S^^  South  CentriA  and  West  Soui 

Ceht^-al  4^^  ^fte  cc^unt^^than  |pr  afty  tiivislon  b^t  the^ Mountain  spates  ^ 

According,  to  the  * ^  Me<^tal  Ass^g^^tlon, 

the  majority  pf^  miedica^^  schpplg  ^;ur^^  ^IVious  ^stages  qf  plannS^j^^ 

located  fri  the  southern  Jliyisiq  ;*  If^  the  trends  identf  fj^^fii  by  Hel|^^n- 

tinue,  the  gradtiat'fejs^^^a^^  to  migrate  to  areas  " 


the  country  otherrt  than 'Oallfp^n 


Changes  in  the  mlgratipn  flow^  of  j^hjiplc^Lans  to  California  as  a  result  of 

•  ■  .  .'^  ^  "  \  .  . .  -         •*  ♦    ■  ■ 

th^se  factors  are  not;  llkel^^^^^^^  f dr       least  a  decade.    Other  factors  ' 

such  as.  economic  conditiSQis' rwit^^  the*  ktat^/could  also  alter  migration  flows,' 
but  .consideration  bf  this  :asp$.ct  pWtliS  ' issue  is  beyond  the  scope  of  this  paper. 
It  should  be  rioted  tKat  Studies  currtentiy  b'eing  conducted  by  Held  ^  Suggest' 
that  phy^lclari^  in  mahy^'arfeas  currently;  have  excess  capacity  to  provide  Services 

'   \  .  y  '  / "  •■-  '  ■  '     ^  •         "  v  ■  ' 

which  couldv Be  expanded-^^t'o  .paripia        cSnm^nsate  for  a  decreased  flow  of  ;  ^ 


ERIC 


physicians  into  California  froa  other  states^ 

Since  there  is  now  considerable  agreement  on  the  need  to  regulate  the  num- 
bers and  quality  of  foreign  medical  ^rad^ates  (FMGsX,  it  can  be  assi^d  that 
the  final /legislation  wild  include  provision^  addressing  this  issue.  Whatever 
actions  a(re  taken—changing  immigration  laws,  rescinding  ^the  Department  of  Labor 
declaration  of  a  physician  shortage,  requiring  all  candidates  for  ^graduate  medi- 
cal education  to  pass  the  same  qualifying  examination— the  result  will  be  a' 
reduction  in  the  number  of  foreign  medical  graduates  entering  training  and  prac- 
tice  in  the  United  States.     California  will  be  far  less  affected  by  this  re- 
duction in  FMGs  than  many "other  states  since  it  ranks  among  the  states  with  the 

^    ,'     .      ■     ^     .  ■   /  .  . 

lowest  number  of  FMGfs  in  residency  positions  and  In  practice.     In  1970,  7%  of 

^  ... 

California  residents 'w^re  foreign  medical  .graduates  and  IQX'of  total  physicians 

in  the  state  were  ^*MGs.^5  ^    Those  hospitals  in  the  state  which  currently  rely 

*  .  -  ■  ]  '  .    '      ■  ,  * 

heavily  on  FMGs  to  Ts^jj^  ^^^'^  staffing  needs  could  suffer  adversely  by  the  re- 

duced  flow  of  FMGs,  the  most  immediate  impact  being  felt  at  the  residency  level 
with  the  impadt  on  the  number  of  practicing  physicians  being  felt  over  a  longer 
term.     If  the  number  of  residency  positions  are  reduce^d  to  more  closely  corre- 
spond with  the  number  of  U.S.  graduates,  as  has  been  proposed  in  several  bills, 
these  institutions  would-be  in  a  better  position  to  recruit  U.S.  trained  physi7 
cians.     An  additional  avenue  for  exploration  is  the  substitution  of  nursa 
practitioners  and  physicians'  assistants  for  FMG  residents  and  physicians  to 
compensate  for  their  diminished  availability, 

Ai^g  the  various  provisions  proposed  for  improving  the  distribution  of 
phj^cians  by  specialty,  implementation  will  proceed  more  quickly  for*  some 
than  for  others.     Once  fully  effective;  the  impact  of  those  affecting  the 
distribution  of  residency  positions  among  specialties  will  be  felt,  for  several 
detades  as  the  change  in  specialty  distribution  at  the  residency  level  is 


translated  Into  practice  by  the  Individuals  who  emerge  from  the  effected 
positions*.  .  , 

Those  provisions  requiring  ohartges.  In  medical  educatlon—sbch  as  the  es- 

>■'* 

tabllshment  of  a  separate  administrative  unit  for  family  pi;actlce  or  preceptor- 
shlps^^ihs^^^l^p^  care — will  pose  little  or  no  problem  for  those  schools  in 

California  whlchXalready  conduct  such  programs  and  could  he  initiated  ^re^advely 
quickly  by  those  which  do  not  have  such  programs  currently  underway.  The' 
-changes  which  w^^fi  haye  the  most  profound  Impact  on  specialty  distribution,  and 
the  actions  s^tflmulating  the  greatest  controversy,  impatt  on  graduate  training. 

It  is  reasonable  to  assume  th^  no  matter  which  bill  is  enacted,  it  will 
Incorporate  a  requirement  that  at  least  50%  of^a  school* s  affiliated  residency 
positions  be  in  the  primary  ,care  specialt;ies  of  intetnal  medicine,  general  and 


ffunlly  practice,  pediatricis  and  perhaps  obstetrics  and  gynecology.     The  provi- 
sion is  likely  to  allow  three  years  in  which  to  phase  irr  the  full  number  of 
primary  care  positions.     Tfie  proportion  of  all  residency  positions  in  the 
United  States  represented  by  internal  medicine,  gejieral  and  family  pfractice 
and  pediatrics  in  1973  was  38%»     Including  obstetrics  and  gynecology  raised 
the  figure  to  43%.    The  state  of  California  had  only  a  slightly  higher  pro- 
portion  of  its  residents  in  the  primary  care  specialties,  thus  recjuiring 
roughly  a  6%  to  10%       pease  in  the  number  of  first  year  primary  care  resi- 
dency positions, by  l^K)  to  meet  the  legislative  mandate.        .      /  / 

A  major  Impact  of  this  provision  on  all  schools  will  be  the  need  to  expand 
^fcheir  ambulatory  training  capacity  to  accommodate  the  increased  numbers  of  pri- 

mary  care  re^dents.     Such  expansion  can  take  a  variety  of  forms  in  addition  to 

t     ^  t 
increasing  currently  existing,  capacity  within  teaching  institutions.     In  Call- 

fornia,  this  might  encourage  decentralization  to  those  areas  where  facilities 

exist  which  have  the. capacity  tor  participate  in  Graduate  *"training  programs. 


'    For  thos^e  teaching  hospitals  which  are  located  in  inner  city  nelghborlioods,  the 
possibility  of  expanding  ^nAulator^  training  capacity  through  neighborhood  ciln- 

ics  could  improve  the  availability  of  ^services  to  inner  city  populat\ons  while 

J.       "       ■  ■     .  * 

at  the  same  time  meeting  the  ambulatory  training  needs  of  the  teaching  programs. 

^  '  .   ■  ■• 

Moreover,  such  a  program  of  training  and  service  would  respond  to  le^ifc^ative 

mandates  for  improving  access  to  care? for  underserved  populations.  • 

An  obstacle  which  schools  will  face  as  they  seek  to  expand  their  ambulatory 

training  capacity  arises  frdm  current  third  party  reimbursement  schemes  wtiich 

have  traditionally  discriminated  against;  ambulatory  care.     Residents  in  sped- 

altles  other  than  primary  care  can  help  pay  their  way, through  graduate  training 

>      .         ■        '  "  f''  '  ♦  ' 

by  providing  reimbursable  services  to  hospital  inpatients.    Without  changes  in 
current  reimbursement  policies,  this  source  of  support/ will  be  greatly  redudfed 
for  primary  care  training.     The  result  in' Calif ornia  may  be  that  state  supported 
schoolsf  will  attempt  to  make  up  for  this  deficit  by  seeking  state  subsidies  for 
ambuiatojry  care  training  programs. 

The  almost  universal  suppor^by  representatives  of  the  profession  for  the 
recommendation  that  50%  of  all  residency  positipnd  be  in  primiary  care  .special- 
ties will  not  minimize  the  interdepartmental  competition  for  positions  which 
,   will  occur  'in  the  various  medical  schools  and  teaching  hospitals  as  a  higher 
proportion  of  positions  are  allocated  to  primary  care..    This  competition  will 
become  especially  int?ense  if  the  proposed  limitation  on  the  total  number  o^ 
first  year  residency  positions  is  ^enacted  into  law.    Although  this  provision 
was  deleted  r-from  the  House  bill,  it  remains  a  major  option  in  the  Senajte,  and 
could  therefore  be  reconsidered  in  Conference. 

Limitations  of  tjhe  total  number  of  residency  positions  to  a  specified  per- 
centage of  the  number  of  U.S.  medicaJ^  school  graduates  (probably  125%)  is  often 
misconstrued  as  an  action  which  will  reduce  the  current  number  of  available 


■  w 
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residency  positions.     This  is  in  fdct  not  the  case.,     Since  the  number  of  stu- 
dents enrolled  in  medical  school  has  increased  substantially  in  the  past  five 
years  €he  tiuttber;  of  residency  positions  needed  to  equal  125%  of  U.S.  mjdical 
graduates  in  .1980  w#li  be  slightly  higher  tjUn  the  number  of  currently  avail-  . 
alile  positions.     Since  such  a  i provision*  would  be  phased  in  over  a  thi^e  year 
period,  there  would  be  no  losf5  in  ^current  Residency  positions  in  California 
as  a  result  of  its  implementation.     The  opportunity  to  increase  residency  • 
positions  would  be  constrain€?(i  in  the  future,  but  a  control  of  absolute  numbers 
is  necessary  iri  oiTder  to  achieve  the  proper  distribution  among  specialties. 
If  the  total  number  of  residency  positions  is  not  controlled,  the  absolute 
number  of  positions  in  over^supplied  specialties  can  continue  to  expand  even 
with  a  requirement  that  50%  of  all  positions  be  in  primary  care.     This  trans-'  * 
lates  into  increased  costs*  for  training  the  wrong  types  of  specialists  as  well 
as  the  increased  cost&  which  are  then  a^&ociated  with  their  practice  in  an 
oversupplied  market. 

An  additional  benefit  of  controlling  the  total  number  of  residency  .posl--'  • 
tions  will  be  deprived  from  institutions  wh^ch  currently  rely  heavily  on  Fl^  '.^^ 
to  meet  their  house,  staff  needs.    With  more  individuals  graduating  from  U.S.  ' 
medical  schools  and  fewer  residency  positions  in  excess  of  their  numbers,  U.S. 
medical  graduates  will  begin  to  .fill  some  ^f  those  positions-  whifch  traditioor- 
ally  attracted  only  FMGs.     FMGs  will  still  be  entei^|^residency  training  in 
some  institutions  but  their  numbers  should  be  fewer  and  the  quality  of  theiy 
services  equal  tp  that  of  U.S  m^^al' graduates  due  tp  the  provisions  iacor^^ 
porat^d^in  a  new  health  ^^^^^^^j^^^* 

Finally  we  turn  to  the  queltiol^^f  improving  the  availabllty  of  physf^ 
clans  to  curr;ently  underserved  populaclfons .     On  the  medical  school  level,  the 
Congress  may  decide  to  require. or  encourage  remote  site  training^ expediences 


for  third  and  fourth  year  medical  students,    Most  schjpols  in  Califprnia  are 
already  engaged  in  such  training,  to  greater  or  lesser  extents,  so  a  provision 
to  estal^ish  these  programs  would  not  seriously  alter  current  practices <' 

The  maior  thrust  of  any  new  health  manpower  law  will  6e  a  ma j or  expansion 
of  the  National  Health  Service  Corps  (NHSC) ,  encomp^sdlng  from  .25%  to  50%  of- 

newly  enrolled  medical  students  after  enactment; of  the  legislation.  Students 

.'      •  -"  .    . '    ■  ■     '  *  ^ 

will  receive  scholarship  support  during  their  training  and  will,  then  pay  back 

"      •  •  '  •  '-^  '         -  ,  .  ^        '  ^ 

,the  federal  government  through  service  after  comj^etion  of  their  residency. 

Physicians  who  did  not  participate  in  the  scholarship  program  may  also  volun- 
teer to  practice  in  the  National  Health  S.ervice  Corps.  , 

•  ^  ■  ■         ■  ,  • 

For  several-rTeasons,  it  may  take  ^t  least  a  decade  before  the  impact  of  : 
an  expanded  National  health  Service,  Corps  is  felt  in  the  nation  generally  and,^ 
more  specifically,  in  California.     The  NHSC  was  created  by  Congress  in  1971. 
As  of  June  1975,  there  were  551  NHSG  personnel,  including  325  physicians,  80- 
dentists  and  146  physician  extenders  at  268 'sit6s.     It  is  anticipated  that  85 
additional  health  professionals  will  b6  plac^in^  the  fiscal- year  ending  June 
^^f^^A^I^^^^  scholarship  ptogram  which  c6vered/25%  of  all  newly  enrolled  sjtu- 
denies  aj^I^^  annual  placement  of  roughly  3,  750.  physicians  beginning 

in  198«  ^tesuming  an  average  of  seven' V^ars.  for  comp^^tion  of  medical  training. 
The  length  of  time\alone  to  prepare  a  phys;ician  for  practice  delays  the  impact 
of  the  NHSC  program  for  quite *a  fev^  years . 

•   ^/^Vi  the,  meantime,  the  NationaJ^  Health  Service  Corps  can  also  ^recruit  physi- 
cians; who  began  their  training  before  enactment  of  the  leeislation  in  order  to. 
aieet  some  of  the  immediate  needs  of  underserve'd  areas.     If  is  questionably  at 
/this  'time,  however,  how  quickly  the  NHSC  can  expand  in  order  to  acconmiodate 
•such  voJ.unte6rs. '  Of  equal  concern  is  flie  length        time  required  for*  the 
agerrCy  to  become  sufficiently  well  organized  to  administer  a  program  of  the 


magnitude  contemplated  In  the  proposed  lefelslatiotil'^f  It  is  anticipated  tha't  . 
the  seveh  yfiars^  requited  for  enteriijg  medical  studenjts  in  1977  to*  conmlete  - 
their  tesidenc^^^raining^  will  provide  Hhe  necessary  lead  time  for  the  NHSC 
•to  prepare,  for  placement  of  several  thousand  physicians  annually. An.  addi- 
tiotial  unresolved  issue  Is  whether  the  duration  of  service  in  the  NHSC  should 
be'^  two  pr  four  yeaife.    While' not  reducing  the  annual  number  of  physicians 
needing  placement,  a  shorter,  term  of  service  would  lessen  ttie  burden  on  the 
administrative  process  by  reducing  the  nOmber  of  health  professionals  In  the  .  ^ 
programs.,  ^         ^  ;    ,  i  ^ 

Expansion  of  tHe  National  Hdaith  Service  Corps  will  not  havet  a  signifi-'  ♦ 

cant  impact  on  the  state  of  Calif ornia' during . the  next  decade,  and  it  is  tgo 

■•     .  -    ■  »     ,     ■  '     .  ■  • 

early  to  predict  its  impact  beyond  that  time.  v  '  • 

The  ultimate  impact  of  the  various  federal  health  mahp^^i^>i*^J^ 

•  ■     ■  'v/^-fe^F         .  .;■ 

rently  being  "proposed  in  Congress  may  not  be  felt  for  a  dll^^d^^^^^^ 
'^If^el.     The  federal  government  carv  mandate  and  provide  financial 'support—two. 

vital  components  ill  policy  development  and  implementat,ioA — but  the  style  of  th^^ 
-pro-grams  will  depind  heavily  on  h6w  policies  are  interpreted  and  implemented/at 

,^  ;     ■  ^'^''-'  t^'      -  .  .    *      ,  •■  .    ■  •  V 

^  th?  S^tate  level.     It  ds  therefore  necessary  .for  the  state  of  California -to  be  ' 

^    ■  *       ■•■  *        ■'  ' 

♦awar^  of  federal- policies  whith  will  affect  the  supply,  distributi'on^d  prac-- 

^  tJ^ce  patj^erns  of  its  health  prof essional§  and  to  be  active  in  translating  fed- 
eVa^  polfcy  into 'action  within  .the  state  context.,  ,         '   ,^  ' 

i%       -The  Congress  was  uifiable  to  rieach  agreement  in  1974  oq  thfe,  extension*  of  the 
Cptopr^ehefeive  Health  Manpower  Act  of  1971.  *  Each  of  the  major,  health  manpo^^e 
hills—the,' Rogers  Bill'  (H.R.  5546),  the  .Kennedy  'Bill  (S.  989)  and  the  Beail  Bill 

.1357)~was  reintroduced  this  year  along  with  the  Administration's  previous 
bill  and  several  others.     The  House ,Sabcommit tee  on  Public  Health  and  the  Enyi- 
^^o^^^t*  chaired  by  Congressman  Rogers,  hfeld  two  days  of  additonal  hearings  irf 


February./  The  Rogers  Bill.was  ^igaln  approved  by  the  .Ful,!  dbnnnltteie.  oa  Intet- 
estate  and' Porefgn  Commerce  and.  sent  to  the  floor  of  the  H6use»..ia  July.  This 
.year,  proponents  of  the  Bill  were  unable  to  coiiritelfact'  the*9ppo8ition  encour-*- 

*  ■  .  ,       "»"■•'  V         ■     ■    '  *  '    '       .  '  " 

aged  by  the  AMA  to  ^the  proviaionJB  for  controUtng  the'nunaber  and  jisjird^bution  " 

of  tresldency  positions.    Altliough  the  majority  of  the  .^rdvidi^j^^^^^  remained  in-  . 

tact,  thbse  addressing  postgraduates  residency  tr^i|lh^^-V^      removed  bys  the 

HouSe--appr<Ared^^*411  /    Deletion  of  the  provisions  seriousiy^weakened  the  Bill 

in  tlae.  two -critical  areas  they  were  intencfed  to  adjiress: 

imp^rovement  in  the  <iistribution''of  physicians  among  specialties  by 
'    controlling  the  total  niimber  o^^esideficy.  positions'  and  encouraging 
'that  at  least  50%  of  available  pbsitions^i^be  in  primary  care.  *  * 

'■    '    ■  '  ■     ■  •  •       '  *^  ■  '    •  . 

control  of  the  Infljjuc  of f foreign  medical  graduates  by  reducing  thfe.  .      *  •* 
number  of.available  residency  ^positions  which  are  in  ex<5ess  of  the       -  ^ 
number  of  graduates  of  ti';S.  medical  s  the  bill  included  no  \^ 

'.     other,  provision's  for  controlling  thfe  flow  of  FMCs.        '  . 

'    The  Senate  5ubcoinmltt6e  on  Health,'  chaired  by  Senator  Kennedy,'  refrained    I'  * 
from  taking  ^ny  action  otv^alth  manpower  legislation  until  the  House  com-^   ^  * 
pleted  Its  deliberatj^bl^s./  Beginning  inrSeptember,  the  Subcommittee  convened 
^  series  of  addi^onal  shearings  which  continued  intermittently^ through  mld-^ 
Wvember.-^^  of  hearirigs,  an  event  topk  placQ.  wh'lcK  ' 

'r||&ospe^€lvely  mAy  m^rk  the^t^  point  in  the  stalemate  on  key  l)rovisloris  / 

oF  tW  -various  health  manpower  proposals.     Invited,  to  testify  again  befote.  the  • 

:?commlttee,  the  Department  o&  Health*  .Education  and  Welf are~inpplre<}  by  the 
efforts  of  the  Asslstaixtf^  Secretap  for  Health,'  Dr.  Theodore  Cooper-^attempted  . 
to  again  gala  approval  .  from  the^^^||L4||^f  Management  and  Budget  for' an  Admin- 
istration .hl^ll -which  would,  be  ^  to  the  critical  health  manpower  issues 
identified  By  Cohgress.     Receivittg  W  response  from  0MB  by  the-  eve  of  tW  Sub-^ 
coitattlttee  hearing,  the  Department  sought  Pr^idential  ihterventien  which  re-  . 
^suited  In  their  bj^ing  able  to  presefit  a/new  prbposal  to  the  Slibdommltted         •    -  / 
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Including  tHe  following. majdr  pfovtiions:  \  .       >  * 

continuation  of  capitation,  aiipport  for  thoseif  chools  willing  thj  ^ 
participate  in  meeting  national  ^alth  manpower  objectives  *y: 
^  1.  setting  aside  first  year  places  (15%  of  *the  first  year 

class  in  1977  increasing  to  25%  in  1979)  for  students  who 
-Volunteer  to  practice  in  underserved  areas  •  >» 
Tefta^llBhing  an  administrative  training  unit. in  family 
Practice  or  primary  care.  ^ 
pin/iTig  an  increasing  proportion  of  residencies  in  their 
ilmiated  institutions  in  primary  care  (at  least  35% 
.In^ i977  Increasing  to  50%  in  1979). 


•  consolidation  of  existing  Jbiolarship  programs  into  a  broad 
"^iijJL--*   .  scholarship  program  conditioned  upon  a  service  cpramltment .  » 

special  project  grants  for:  a 
%  1.  establishing  or  expanding  family  practice  or  primary  care 
»   training  and  residency  programs.  ^ 

2.  Community  Based  Health  Manpow^^  Education  *Programs  and  Area 
Health  Education  Centers  fpr  decentralized  trairilng  iind  • 

»         •  continuing  education.  ,  *  ;  ^^^e  ». 

3.  training  erf  physician  extenders. 

4.  assisting  U.S.  citizens  studying  abroad  to  transfer  to  .  \ 
-'.U.S.  medical  scjhoqls  and  upgrading  the  skills  of  FMGs 

in  the  United  States.  \, 

.    discussion  Between  DHEW  and  the*  l|ppart;ments  of  Labor  and  State 
regarding  administrative  changes        FMG  immigration  po^JLLcy  and 
development,  in"  conjunctior^  wl^fh  pra^f essional  groups,  bf.  a  single 
exam  to  be  taken ^by  all  FMGs  and  U.S.  graduates  as, a  prerequisite 
to  entry  into  graduate  medical  education.  ■  ^'  '  ^  i^. 

\     .  '  ■        -    "  ■ 

-  preadmldfeion  and  scholarship  programs  for  disadvantaged  students  in 
•       post-baccalaureate-  programs  and  in  the  first  year  bf  medical  school. 

V    \^    ^The  Administration's  proposal  has  been  submlt^^ftd  as  a  bill  td  the  Congress. 

.    Its  emergence, .  however ,  seems,  to  have  pijpvldei  the  needed  l^npetus  for  the  Senate 

SubcommltteeN^to  devise  a  new  .strategy  which  might  appeal  to  a  broaxler  base  with- 
•    in'  the  full  Committee  .on  .Labor  and.  Public  Welfare'  and  qn  the  Senate  FlQor.      ?  . 

The  Subcdmmitteej  staff  has  indicatjrfa  tl^at*it  .i& ^bnsiderlng  various  provisions 
:/  which  seem- to  "make  sense",  in  ligHt  of  the  ^ropo^ls  which  are  currently  pend- 
^  ing  before^he  Congress.    Whether  a*  new  proposal  will  cdnie  fbrtji  from  these 

deliberations  remains  to  be  3een.  . 
^   Iii  his  repollt  last  August,  John  Iglehart  remarked /that' "working  out  a 


'  viable  solution  (to  attract  health  professionals  to  rural  and'lnner  city  areas  . 
that  lack  adequate^medlMl  manpower)  Is  the  toughest  task  4^ead  for  legislators 
Involved  la  extending  the  Comprehensive  health  Manpower  Act  of  1971."  Although 
*  severalVuplutlons"  to  this  problem  l]ra,ve  been  proposed,  which.  If  any,  should 
be  enacted  Into  law  remalas  central  to,  the  forthcoming  d^ated*  on  the  Senate 
floorjgipjd.  In  the  House-Senate  conference.    Although  Senator  Kennedy  mayj)e 


amenable  fflPsoftenlng  his  demand  for  all  medical  students  to  agree  to  provide- 


service  In  desatpiilted  underserved  areas,  he  would  be  unwilling  to  sacri>flce  Kls 
convictions  fpr  the  Informal  mechanism  apprpved  by  the  House  which  encourages 


Students  to  setve  through  ^  ma'jor  expansion  In  the  Nat;lonal  Health  Service 

^      ■■■       '     *   ■      ■ " '  ■  •  "  -  V  \ 

Corps.     Senator  Beall  and  the  Administration  have  assumed  what  appear  to  be 

^       '■  -         •  •  ■ 

compromise  positions  in  proposing -that  a  specified  pjropbrtion  t)f  positions^  in 
the  first  year  class  be  reserved  for  students  who  would  voluril^eer  to  partici- 
pate in  the  National  Health  Service  Corp^fl  services-connected  scholarship  progr^. 


This  approachjPaifii  well  as  mandatory  service,  has  .been  oppofie'd' by  Congressman 
Rpgets .     I^n  a  recent  speech  at  the  Associatioi^  of  American  Medical  Colleges 
Annual  Meeting,  Congressman  Rogers  questioned  the  need  to  require  certain  .per- 
centages of  medical  students  to  provide  service  in  exchange  for  scholarship 
support.     "I  am  trouhled  that  a  percentage  requl,rement' could  result  in  a  track 
systemDi-^wherby  the' very  best  students  a2:e  admitted  ©arly,  %Lthout  demands  to 
accept  scholarships,  with  the  remainder  of  the  class  becoming  branded- as  that  - 
percentage  of  students  not  quite  good  enough  to  get  into  medical  sc*hool  without 
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paying  a  socifi  premium."    Whether  for  this  or  other  reasons^,  it  is  interesting 

■  :         '    -     '         '  ■      ■  ■      ■  > 

to  note  ^t he,  number  pf  wi^tnesses  testifying  before  the  Senate  JSub^ommittee  this 
year  who  have  reached  the  conclusion,  although  oft^n  .reluerantly,  that  any  pro- 
gram  Of-  service  musj:  a)p>ply  With  equal  ri^k  X-such  as  a  lottery)  to  Vail  students 
in  order  to  prevent  discrimination.        ;  '  ■      '  f 

■•■  .        \  ,  .  .       ■  /  . 


Although  the  J>rcfvi8ions  on  capitation  payments  and  foreign  medical  gradu- 
ates  incorporated  in  the  various  proposals  differ  from  one  another,  the  dis- 
parities  are  n^substantial  enough  to  prevent  consensus  on  a  single  solution. 
Even  if  not  embodied  in  eacl>.'of  the  pending  proposals,  there  now  appears  to  be', 
general  agreement  on  the  need  to  continue  capitation  support  and  on  the  types 
of  actions  which  should .  bV  taken  to  regulate  the  numbers  and  qualifications  of 
FMGs  in  training  an^-A^^^^^  in  the  \Jnited  States,  , 


One  additional  ^ka/which  is  bound  to  generate  considerable  debate  is  the 
regulation  of  residencyr'^training,     The  proposals  currently  before  th^  Senate 
range  from  placing  a  ceiling  on  the  number  of  availa^Jle  residency  positions  and 
redistributing  thosp  positions  to  create  a  more  ^PPiOPpri^e  balance  among  pri- 
mary care  and  other  speciaftties  to  requiring  schools' to  hdve  a  specified  per- 
centage of  the  residencies  in, their  affiliated  instituttqns  in  a  family  practice 
or  primary  care.    As  previously  .noted,  the  provision  in  the  Rogers  Bill  to  con- 

,  trol  the  number  of  available  residency  i^itiohs^was.  delete^d^om  the  House- 
passed  bill.     The  debate  on  this  issue  will  include  not  only  what,  if  any, 
regulation,  of  residency  training  the  federal  government  shoutd'  mandate,  Vut  ^ 
whether  implementation  o-^^.ih^^^^^^^^  be  the  responsibility  of  a  private 

professional  body  or  a' l^ubllc  body .  -  ^  -         /  ' 

The  health  manpoweiMraining  bills  are  ^cur:^ntly  being  considered  ;by  the 
Senate  H«a<ith  Subcommit^  of  the  Comirrlttee  on  Labor  and  Public  Welfare,  There 
i3  a  reasonable  chance  wIt  the  biil  sent  to  the  floor  of  the  Senate  by  the  full 
Committee  this  year  w?-ll  hf4ve  braoder  support  from  the  Committee  members  than 
did  the  bill  last  ^^^^    '||is  support  cduld  extend  to  the  Senate  flpor  thus 
avoiding  a  fate  similaj  to  J^st  year's  Committee  bill.    Much  of  what  occurs 
after  the  Senate  arctiQtr^r^sts  on  ^  the  composition the  House-Senate  conference 
participants;    Whether  or  ntot  the  conference  will* be  able  to  report  out  a  bill  ^  ' 


depends  upon  how  adamantly  col^ll»ltted^  or  opposed  to  the  key  cont^overdlal  pto*^ 
visions  each  conference  member  Is  and  how  willing  each  Is  -  to  negotiate  a  policy 
which  compromises  that  position/  '  If^  ' 
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:  .  '  v         2.  THE  EFFECT  OF  K 'ii  - 

,   PR0FfiS5IpNAL  LIABILITY  PRE^aUM  RATE  INCREASES  ON  ^ 

PATTER|»S  OF  PHYSICIAN  PRACTICE  IN  CALIFORNIA  ■       ■  ^ 

,  .  .  '  ,^         PRELIMINARY  REPORT  (MARCH  1976)  ,   \       r  ^ 

Background         '    ,    .  ^■ 

Betyeeh;  I960  an^p^^  prend-iua^  per  dlofctor  In  CallfoiTpilg  . 

tncr^aded  550Z/ from.f460  to  $2,l606^an  annual  Increase  of  14?.  ^■'^^    During*''  " 
:the  past  year/ rate^  fte^i:  ^li  dramatically.    On  May  1,  1975,  a  320%  pre^pl^  ,  ^  -  * 
Inereaae  by^Ar^onSut,  Insur^^  sparked  a  physician  slowdown  In  the  \  f 

San  Franclspo  tfa^i  A^ea.     Oti.  IJbvejnber     197^^  It^,  ■*    "  I 

rateXJ<rr  the'  rerft^  of  Nrf>thettt»Callfornla;  by  about  350?.    On  January  1,  1976» 
Travel^ts'  'rateVifi^       Log  A«^geli^  ^t^^  about  500%,  spawning ^ 

mother  physiclAri  sXowdowq,;  krid  Cohtl^^^  Diego  Area  *  * 

^4*ere  up  ^  •       -  ■    ^    "    •,  .  \  ., 

■/Jfe  -  ■       ■  '  .      ■    >  ■  i  V.J-'/'* 

The  In^ea^  in^remli^^  in  dlf fereat/^ 

A  feneral  petitioner  in  the  Travelets'  NprC^^  program  \\\\\\Ctmr\\\ 
^feurgery  been  a  Class  I  physician  paying  $A,  032  prio^. 

to  Novemljdr-^1^^^^        1  miHioq/a  million  coverage.    After  Novembei:  1,  hl$  rate 


was  .$4,641v^^^yb^e  other  hand,        obstetrician  in  Cla#s  IV,  payinc  $13^681 


Cla#s  IV,  Payi||^  $13^^81 
before  November  li^^wquld  subsequently  have  been  paying  $22,139.     In  the  LA 
Area  a  general  practitioner  in  Class  II  in  the  Traveler's  program  wd|^d'haveT 
|>,een' paying  $1,296  beforfe  January  1,  1976,  and  $7,783  after  Januaty  1.  An 
LA  obstetrician ,^ould  ha>|fc  Keen  in  Class  VIII  paying  $6,304  before  January  1 


and  $36,239  after.- 


*       In  Calif omi,a  physicians  have  been  covered  by  group  plans  In  particular  ' 
geographic  areas'.     The  A'rgonaut  plah  covers  San  Francisco,  Alameda,  Contra"Co6ta, 
Marin,  Siskiyou,  ShAta,  Solano  and  Trinity  Countlaa^    Travelers  NorCal  covers 
the  23  other  Northern  California  counties:    Travelep^oCap  cover*  ^he  LA  Area 
and  CNA,  San  Diego,  Riyerside  and  Imperial:     Since^rate  increases  were  announced,' 
physicians  have  formed  th^  own  insurance  companies,  fo'r-  the  most  part  parallel-' 
ing  thte  areas  covered  by  the  oth?r  insurance  companies.  ,  -■^ 


■  ■.  ' '^■  '\'  '  . 

\     The  TOat/Slgnlfiqa^^^  performing  " 

surgety,  anes^hiesiOjlogyv^b^^^  orthopedics,  and  least  on  gen^ral^ 

pracjtitloners,  ped4^at:^iciatfd'^*^an4l  i^^ernlsts,  ^nd  others  for  the  most  part  not 
^perfotaing  significant  of  Surgery.  ' 

\    Tbe%.end:of  ratW-f^i^^  yet  be  in  sight.     Consulting  a^^^ies 

;  'to         Joijfrj^  jLegi^t!^^  estimated  future  premium  increases 

vat  about  25%:  pf^T$/  y  that  recent  legislation  could  reduce 

malpracti^fe  if  "^uppoirted  by  the  courts  and  recognized  by  juries.".  ^ 


V    ^Thei:e».  app  'a\.hwbCT^o^  ways  that  physiQians  might  react  to  premium  rate 


1    -    changl^od^ tion ; 


hS^'^o^^^^^  practice  setting  (e.g.*  ,  from  solo  practice  to  public 

V*  t  /:       empldyment.  or  salaried  gcbup);  . 
/  leavei-ih^dicine; 

, change  the  services  they  provide  to  either  lower  premium  rates, 
reduce  exposure  to  suits  or  otherwise  reduce  ci&sts,  e.g.,  eliminate 
>  pertain  certain  procedures'  or  types  of  patients  such  as  Medi-Cal; 
^  S.^^^^'^s^  fees 'to  absorb  all  or  part  Ibf  the  increased  cost;  reduce 

*  \ ^  limits  of  their  coverage  and  thereby  premiums,  or  practice  without"^ 
:  insurance;  /  /-"^ 

'  >      7.      protest  increases  by  withdrawl  bf  services.      *  " 

•  ■•  t>  •  ■* 

These  choices  have  inf  luenced ''the  availabiiit^,  quality  and  cost  of 
medical  ca^e  in^alifomia  and  may  .have  subtantially  greater  impact  in  the 
future,  partitularly  if  rate's  continue  to  clj^imb.  •* 

^        We  have  in  this  study  attempted,  to /compile  data  from  various  sources  to 
4^ed  light  on  actions  taken  by  physicians  since  premium  increases  occurred. 


We  caution  (hat  what  we  have  identified  are  emerging  patterns  that  mapy 
likely  future  effects  may  not  yet  bave  appeared  in  available  ^|^a  sources. 

Following  Is  a  suninary  of  findings,  a  brief  discussion  ot  ;(.mpll^tlons 
for  quality  of  care,  a  presentation  of  our  tentative  conclusions  and  sug- 
gestions for  further  research. 


Simmary  of  Flndlnga  ' 

Movejil^feptV  Othjer  States  f  ' 

,       It  Is  difficult  to  determine?  exactly  wfa,/\a,  physician  may  have  chosen 
move  but  we  find  no  evidence  .that  Calif ornia  physicians  in  significant  nuinbelrs 
/are  Reaving  California  to  practlc^  elsewhere  as  a  prTl^ary  result^of  premium^  rate 
increases.     Surveys  of  CMA  member "physicians,  confirm^  by  reports  from  Medical 
Soqieties,.  show  that'.few  (less  than  1%  of^respondents)  have  chosen  to  leave  the 
State  primairily  for  this  reason.    A  larger  number  are  considering  leaving  and 
perhaps  may  if  premium,  rajtes  continue  to  increase,  here  more  dramatically  than 
other  states.     J.n  a  number  of  instances  those  wl^o  have  le£t  appear  to^  be 
counterbalanced  by  new  physicians. 

According  to  the  Board  of  Medical  Qualify  Assurance  staff  there  have  been 
no  noticeable  increases  in  requests  by  California  physicians  for , endorsement^ 
to  practice  in  other  states  since  premiums  increased.    Even  though  statewide 
effects  of  physician  movement  to  other  states  may  at  this  time  b.e  mininial,  there 
may  be  important  effects  in  particular  neural  communities.     For  example,  the 
Lassen-Plumas-Modoc-Sierra  County  Medical  Society,  with  28  members,  repot ts  tha,t 
3  moved  to  another  state  due  to  rising  premiums'.'    The  :23-member  Siskiyou  Medifcal 
Society  reports  that  2  memberj^^^ipved .  ,  The  138-member  Humboldt-Del  Norte  Medical 
Socie^y^d  the  161-meinber  Butte-Glenn  Medical  Society  repoVt  4  have  left  each 
area  and  the  120-member  Shasta-Trinity  Medical.  Society  reports  2  hav^  mcf^^ed.  ^ 
Premature  Retirement 

•  '        '  ^  . 

.    As  with  movement  from  the  state,  it  is  difficult  to  determine  specifically 

why  a  physician  may  have  retired  at  a  particular  time.    Evidejice  from  the  CMA  , 

survey  and  our  survey  of  Medical  Societies  indicates  that  a  xijpciber  of  doctors, 

many  who  were  practicing  part-time,Tiave  retired  early appareritay  l4c'ause  the 


compatativ^ly  low  grois  Income  generated  by  part-time  practice  was  not  enough 

to  cover  Increased  premlimi  costs.    Although  It  does  not  appear  to  be  a  major 

pr^ljlll^  statewide  (less  than  2%  of  CMA  Survey  respondents  indicated  they  tetlred 

early>,  it  my  have  a  more  serious  Impact  In  sparsely  populated  areas.  For 

example^  thjjf  17-member  Inyo-Mono  Medical  Society  reports  that  2  physicians 

retired  by  eliminating  their  part-time  practices.     Six  are  said  to  have  retlted- 

from  the  Butte^lenn  Area  (161  members),  four  in  the  Humboldt-Del  Norte  Area 

(138  members),  several  from  Tulare  (17.0  members) ,  3  in  San  Luis  Obispo  (139 

•   -  ,  ■  ■  -    '.      ■'  .       .       '  ^  I     -■  ■ 

members)  ,  2  from  Shaqf  a-Trlnity  (118  members) ,  Several  in  Plac^«^4Ie\^da  (130  * 

members),  4  in  San  Joaquin  (360  members),  1  in  Napa  (140  menj|>ers)  and  1  In. 

N     Sonoma  (286  members).  * 

Rjftcent  actions  by  Northern  California  insurance  CGj^panies  may  help  reduce 
early  retirements  of  those  with  part-time  practice.    NorCal  Mutual  aiyd  the 
Medical  Insutknqe  Exchange  now  provide  for  reduced  premiums  for  part-time 
physicians.  '      ,  ' 

Moved  to  a  "Closed  Setting"  •  ' 

Tl;iere  is  evidence  t^at  small  numbers  ^of  physicians  have  left  solo  practice 
for  closed  settings  such  as  military  service,  salaried  group  practice,  hospitals 

•     i  ■ 

and  other  government  positions  where  a  third  party  is* responsible  for  malpractice 
,     ^»  .  ■  *  * 

-  costs.     In  the  CMA  survey,  those  indicating  they  had  moved  to  a  closed  setting 

were  small  (about  2%  of  respondents) .    Military  seryice  has  been  made  much  more  * 
,  attractive..by  recent  subs  tan  t'ial  pay  •  increases  for 'both  new  physffilans  and 

those  with  prior  military  seryice.    Thus  the  piill  of  military  serl^^e 'salaries  * 
j..may  have  |^^n  as  important  for  thpse  Qhoos^ng  this^^s^ting  as  the  push  of  lia- 
ability  incafeases.    Reports  from  tha' following,  imaller  medical  societies  indicate 

some  movement  to  closed  settings,  primarily  the  military  and  s^gXs/-f«cilities: 
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•  San  Joaquin  2^1eft  for  closed  setting 

'        ,  '  ^1  emiargency  room,  1  city 

t    *  hospital)  '  ^ 

Napa  3  to  state  hospitals 

Placer  Nevada  3 ' (2^to  Air  Force)'  • 

Sari  Luis  Oblapo  .  3  to  state 

■  •       •  -i      ■     "  • 

Lassen-Plumas-Modoc-Slerra         I'to  state 

'    f  ■ 

Humboldt  2  to  closed  setting 

Tulare  ^     1  to  military  '  .  - 

Sonoma  4  to  military  , 

Butte-G;Lei>n  2  to  closed  letting  ^ 

Discussions  with  county  officials  Indicate  they  are  finding  It  easier  to 
fill  vacMt  physician  poBltions.  Preliminary  information  from  group  practice 
plaAs  Indicates  that,  although  there  have  been  increases  in  applications^^  a 

number  of  .positions  which  were  previously  difficult  to  fill' are  still  unfilled. 

\    »   ■  '  '  *  ■ 

Changes  in  Services-  to  Lower  Premium  Rates  ♦ 

One  importaut  way  that"  a  physici|in  can  reduce  his  premium  is  to  change 

-    the"  scope  of  services  he'  provides  and  thus  lower  his  premium  cl'asi^.     This  <^an  * 
be  done  by  eliminating  or  reducing  certain  procedures.     For  example,  a  family 
physician.  Internist  or  opthalmologist  covered  "by  Travelers  Insurance  in  ^ 
Northerly-  California,  who  derives  between  1%  and-  5%  of  his  gross  income  from 
Aurgery  or  obstetrics  or  both,  would  be  a  :Clas«  II  physician  paying  arv  annual  pre- ' 
mium  of  $8,810  for  $1/3  million  coverage;     If  he  earned  more  than  5%  of  his  gross  > 

.    from  surger;y  or  between  5%^  and  15%  from  OB,  his.  anjiual  pr'emium  jjould  be  $14;766. 
If  he  redXiced  his  surgery  pr  obstetifics  to        or  :i6ss  of  his  gross  income,  he 
would  pay  $4,641,  saving    $4,169  if  tie  was  previously  in.  Class  II  and  $10,642 
if  he  was  in  Class  III.     If  the  income  derived  froA  surgery  and  obstetrics  wa^ 
insufficient  to  justify  the  premium  cost,  then  the  physician  might  reduce. or 

,>  ■■        '    >  ■  ■  -■■     ,v  '  ■ 

•       •>  ,.;v  89  ' 


eliminate  them  to  reduce  his  preniium.     Sintilarly ,  a  family  physician  prtact icing 
anesthesiology  in  Siskiyou  Cdiinty  and  covered  by  Argonaut  would  be  paying  more 
than  four  times  the  premium  of  a  Class  I  physician  not  administering  anesthesia 

or  per forming. surgery.     If  he  administered  anesthesia  infrequently ,he  would 

(3)        •  *  ■ 
be  encouraged  to  eliminate  doing  so.  ■ 

■        ■     N      ■  ■  ^  ^' 

■  I    ■  0  * 

Similar  tradeoffs  exist  for  other  specialists;    For  example,  internists  t 
utilizing  radiation  or  performing  angiograms  would  be  in  a  higher  class,  than >  ^ 
those  who  do  not.     Ear,  nose  and  throat  specialists  who  perform  plastic  surgery 
or  psychiatrists  employing  electroshock  treatment  pay  higher  premiums  than     '  * 
those  who  do  not.  ^  > 

The  pressure  to  make  some  class 'change  would  fall  most  heavily  either  on 
.older  physicians  likely  toHiave  smaller  practice  or  those  earning ^less  gross 
income  from  these  pi;ocedures  than  'the  cost  of  increased  p>remiums*  to  coVer  them. 

■  ^  '  .  ■•  ■  r 

Thus  the  premium  structure  trends  to  encourage  the  following  actions: 

1.       Reduction  or'  elimination  of  surgery,  obstetrics,  orthopedics  and 

■  ;  ■  *  '  •  i  -  .    ■   ^  . .      ...        .  ^ 

anesthesiology  by  ^hose  who  do  not  specialize  in  it  pr  are  not 
.  primarily^  dependent  on  it  as  an  essentia^  part  of 'their  practice.' 

'.  '     i  ,"  ■  ■ !        •  .  . 

2»   •   Transfer  of  patients  ;^to  those  who  specialize  in  these  procedures. 
3*      Reductvion  or  elimipation  of  ^sistanc»at  surgery  by  phy3icians 
on  patients ^not  their  own."    *V  *  ;  <' 

■  _   •  ^       .    :  ,       '  ■  ■ 

Our  pteiimln^ry  analysing  indicat^<?^  that  a  significant  number  of  physicians 
are  reducing  the  scooe  «"of.  services  they  provide  to  reduce  their  malpractice 


iremiums.     Si;|^y  ' dataWe  >^^^^  |aade  available  by  the  Auditor 


General's  OfflAdk  shows  \hAt 


21%  of^respondentsXtb  .this  August  1975,  survey  (53  of  252  useable 

■■       .     ■  \    ■  <    '    ■  ■  • 

responses)  said  theyMiad  reclassified  their  practice  for  insuir-^ 

\  \  ■     ■  V  ^ 

anc^  purposes  *in^  an  aJ|ditional  19  without^eing  asked  said  they 


90 


intended  to.  do  so  In  the  future. \ 
:  7^  If  responses  are  ad^u^ted  for  those  who  expre^se<f  inteht  to 

reclassify  In  the  future,  then  29%  of  all  respondents  indicated  /  ^ 

they,  had  or  would  reclassify^  their  practice. 
'  -    Almost  half  of  those  indicating  practice  change  were  f^^rlly^ 

physicians  and  these  constituted  about  half  of  the  "Y^s"  '  ,  ^ 

responses.    Most  f anally  physicians  ;8aid  the^  were  redilclng^ 

•  ■  .      '       '  '  \      '  '  '  * 

surgery  and.  obstetrics.     Other  yactitioners  whx)  gave  reasons 

^  for  rQclasal'fying  their  practice  al^o  indicated  they  were*,  ' fdr 

•  .'"■<■-'  *    *  ■  •  *'■■>-■■ 

the  most  part,  reducing  surgery.,      .  •     '   .  ■       <ii        ;  . 

-'  Those  who  reclassified  were  also  genera|Lly  oldeV  than  thbse  who  ; 
did  not.  .  *      ■  ' 

Physiciansjjp/the  aiceas  alreadfy  impacted  by  rate  .increases  wete 
more  inclined  to  reclassify  their  practice.  ^ 

-  Although  the  res pdnse  from  rural  areas  lis  sm^l,  physicians  in 

^  nonmetropolitari  statistical^ areas  Were  more  inclined  reclajsVify 
than  thqse  in:  metrop'olitan  areas.      i        \  . 

-  Most  of  those  who  reclassified  were  doing  little^urgery  .  (i.  e.  , 

•  earning  less  than  5%  of  gross  income).        :  > 
^ Average  m^lpraSt ice  premiyms  repres/nted  about  7%  of  the  ^ross^; 

income  of  all  respondents.    Those  who  were  already 'hit  by  rate  * 
\ .     -    '  ,  <' ,         •        ■  ,  ■  ■  • 

.  .  ^  increases  paid  an  average  of  11%  .of  gross  income  for  premiums.  ' 

Premiums  ^as'  a  percent  of  gross  Income  W^re^ihighier  for  thoae  in 

.metropolitan  than  rionmetropolitan  areas. 


Most  of  these  findings  Were  ^validated  in  the  more  recent  knd*  1,^'rger  sainp^ 

surveys-conducted  by  GMA.  In  that  survey      similar  percentage  (19%)*of  the. 

■     .  •'  .  ,    '       •  '  *  ■  • 

responderfts  said  they  were  limiting  the  spectrum  of  services  they  provided  to 


•  1  • 


( 


.     loWer  their  premium  t:at.e.    About  haff  of  those  who  said  they  reclassified  were 
family  physicians  and  the  "Yes'\  responses  from  this  group^  were  almost  half  of  , 

'  ■"         .    ■••      ■  .'^      y     .  ■  '  ■      •  *  •    -  .  •  ' .     '         • '  ■    '  ( 

'  .  G^jp.crspfondents.    Also  ,  those,  who  limited  their  services  were  older  thah  those 

■     ;■.     .-v'-'  •  ,  ■  \  ■  '     •  "        ^  "',  ■      ^   '    .  .        .  •  ■ 

..         who  did  not  an4.  tliose  in  rtonm^tropolitan  a^eas  are  more  inclined  to  limit  their 

C  ^^P^^^'^^P^      s^services  than  those  Jla/metropolitaff^eas.  V  ^  '  .       '  -  . 

Aitother  Important  lndicator*'of  prdQtic^  change-by  .  physicians  i,s  the  extent 

ro  ^whlch  tfiey  harve  ch^ged  .insurance  premium  claajis  to  lowe:r  rates.    Prelimlndry.  ; 

.  -.     dafa  s^^pli«d  byf  March  &  McLennan,  insuraofe; brokers  for  Argonaut  Insurance   *  V 

Company^ ^dicates  that  13%  of  the  physicidnd  Who  renewed/:their'' liability 

•  ■  •    ;   .  .         '''-^     ■  ■  '  .    \  *  ' 

insurance  subsequent  to  the  May  1,  1975 'rate- increase  charjged^ their  premium  •  •  .  - 

^  ,    ^lass  (23?- to  1823  renewal's)  .    Most  (60X)  of  these  were -faij^lly  .physician^  . 

"Eliminating  or* reducing  surgery  and  obstetrics*    A  significant  number  of  general 

r„  surgeons  and,^  orthopedists  ^Iso  changed  class  (20%  of  239,  10%  aacb) ,  but  many 

^  ^   a5  the^  changed  back. tb  their  fbrmer  class  after  the  slow^wn.      ,  ,  J 

V  Tr^reliminary  data  , from  Johnson  &  Higgirts,  brokers  for  the  NorCal  Mutnal  ^ 

program  j4*ftd^^  eta  tes  that  aboJiitft4'?.df  thos.e  ^ho  switched^  coverage 'from  Travelers 

ta  the  do4:or-^owned '  company  ail^;|^gvemb#r-l,  1975,  changed  premium  class  (abiut 

400  of  1,200)>  •*  Most  of  these  c^asj^  chijcJge^  also  were  by  family  physicians  *^    •  , 

/  and  OB.       .  '  '        '    -  -      .  j,  '\ 

Most  cpunty  Medical  Societies  who  responded  to  btir  survey  report,  ch^nge^     ■  « 

^  ■  '  ■  '    '  ''^ ^   •>  '  _  "^-^ 

^    "to  limitt  the  s^ectrto  of- services  provWed  as  follows:.  \^  ■       •*  '       "    -  V 

*      .     Butt;e-Glenn  (161)*  >         4  limited  speatrufi  of  services    •       -  f 

.  ,.<^  ;r  /,         ' ;     '  -^^^  - 

Tulare  s(160)  /    *  some '  cuifc  ailment  df  surgery,   .    /     *  . 

\      ,  •  '  anesthesiology  a^fd  Ob  by  Q?a   '        *  * 


Shastd-Trinity".(130)^  •  several  no  longer  assist  rLn  surgery- 


i 


( 


^Number  in  parentheses  refers  n:o  number, In  Jdedical  Society.      '  ' 
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Humboldt-Del .Norte  (138) 
.Mendocino-LakjB  (78) 

♦ 

Siskiyou  (23)  V 
Lassen-Plumas-Modoc  (29t) 

Tehama  (18) 
Merced-Mariposa  (95) 

Placer-Nevada  (130) 

Inyo-Mono  (17)  \ 

Napa  (140) 

San  Joaquin  .(360) 

Yolo  (168).-  ^ 
Stanislaus  (278) 


Sonoma  (286) 


San  Luis  Obispo  (139) 
San  ^teo  (675) 
Mend(|cino-Lake  (90) 
Marin  (320) 


about  15  physicians  have  limited 
their  regular  services  to  lower 
premium  rates 

. 

a  number  have  changed  premium 
class  but  it  is  hard  to  tell  how 
many.     Some  are  reducing  surgery 
and  OB-  .  • 

2  eliminated  surgery  ~  others 
considering  additional  limitations 

,8, limited  services  to  lower 
premium  rates 

1  limited  surgery  ■  , 

3  in  Merced  reduced  surgery  and 
obstetrics  ' 

GPs  reducing  surgery  and  obstetrics 
(OB-GYN  man  dropped  OB) 

4  GPs  have  eliminated  obstetrics 
and '"have  become  virtually  unavail- 
able to  assist;  in  surgery  on  other 
than  their  own  patients" 

several  have  changed  their  practice 
to  reduce  premiums  - 

50  have  limited  their  services  to 
lower  premium  rates 

some  GPs  reducing  surglry  and  OB 

"many"  physicians  have  changed 
pre;piium  class  reducing  surgery, 
obstetrics  primarily 

5  reduced  scope  of  practioei  to 
reduce  premiunj^rate 


GPs  have  cut  out  surgery  and  OB 

reducing  OB  ' 

a  number  have  changed  class 

there  has  been  restructuring  of  . 
.practice  by  GPs  and  family  physi- 
cians to  reduce  .premiums 


c 

.  ^  Santa  Clara  (l,465y  '  50  of  72  reSFjonses  to  survey  (7Z) 

said  they  eliminated , OB,  39  said 
'         *  they  gave  up  major  surgery.    Most  ' 

of  these  are  Gfs.    There  are  275    ^"f^'  f 
^v^*  ;GP8  In  Santa*"  Clara;  ^therefore  about     '  . 

^  ;^1^?  of  CPs  at*^  reducing  scope  of  * 

services.       '  " 

Thus,  preliminary  Indications  from  surveys  of  physicians.  Insurance  company 
data  and,  surveys  of  Medical  Societies  Indicate  Kjj#t  perhaps  10%  to  20%  of  • 
Northei^^Gallforula  physicians,  mostly  family  physicians  may  ^e  changing  the 
scope  of  services  they  provide  %o  reduce  premium* rates.        ^  '  . 

.  "    _  "r\" 

Patient  Care 


The  ovejj/helmlng  majority  of  Vtudltpr  General  survey  respondents^' (12(1  of 
205)  noted  that  the  cyrrent  malpractice  situation  had^  resulted  In  Increased 
use  of  lab  tests,  xrays,  cojasu!(.tatlons  and  hospitalizations  either  as  a  pre- 
cautionary  measuire  or  to  document  a  diagnosis , /and  that  maily^'Qf  these'  procedures 

were  not  medically  necessary.  /     ^  .       ^    .  ^ 

■   '    ^    \  .V  ■    .  /  •' 

Other  Important  effects  on  patient  care  noted  by  physlcl^s,  responding  to 

the  Auditor  General  s  Survey  were  that  the *doctor-patlent  relationship  was 

negatively  v.af  fee  ted  due  to  Increased  mutual  susplploji«  r^4>ictance  by  physicians 

to  take  risky  casea,  and  their  Increased  tendency  to  view  p^tlei^ts- as  potential 

adversaries.     Some  respondents  noted  that  (1)  care  may  not  be  continued  for  * 

t^ose  , who  question  treatment;   (2)  tod  much* time  Is  taken- to  explain  the  risks 

of  certain  procedures  and  stress  potential,  complications,  and  (3)  those  wltli 

whom  rapport  Is  not  good^  and  are  v;Lewed  as  potentially  liable  to  sue  may  be 

referred  elsewhere    more  readily.     One  physician,  however, 'noted 'that  "In  some 

'  .      "  .   •  .    ■  '   «  '  ' 

ways  the  recognition  of  professional  liability  had  imptoved.  the  quality  of 

'         ^  ^'    I.     ^         ^    *  * 
medicine"  but  had  also  resulted  in  "too  much  caution." 

^CMA  survey  results  tend  to  show  that  some  physicians  are  inclined  to 

change  practice  by  limiting  the  number  or  type  of  patients  the/  treats 


Many,  in  both  the  CMA  and  Auditor  General  Survey ,* /«ald  they  would  cjit  down 
trfiatmerft  of  Medi-Cal  patients. .  The  tendency  to  llrttt  practice  appeared 
greater  amongst  ear,  nose  and  th]X)at  men,  anesthesiologists,  obstetricans  an^ 
Specialized  surgeons.     Our  medtcal  society  svArvey  resiSbndenTs^^^Tso^ 

/  '     '         '  ' 

that  "him  risk"  patients  may  not  be  treated  and  referred  elsewheire.  > 
Impact  on  MeTdi-jgal    \  ,  ^ 

import^t  potential  effect  of  increased  premium  ratfes  could  be  to 

cre'ase  the  disparity  j^^tween  f<^es  charged  to  private  patients  and  tho^e  ^ 

/  •      ^  *  .        ■         •  • 

d  by' the  stat^  for  Medi-Cal.     This  could  result  l^n  a  decline  in 

physician  participation  in  the  program  and  thus  a 'reduction  in  the  availabil-i. 

•  ■  '  ;  "  '     ^  •         ,  r  ■ 

ity  of  care  to  Medi-Cal  patients.   'Physicians  are  unable  to  pass"  the  increased* 
cost  of  professional  liability  on  to  the  Medi-Cal  program  because  reimburse-  ^ 
ment  is  bartsed  on/physician  charges  made  prior  to  1971 •     Thus,  if  is  reasonable 

^o  exjfect-that  inhreased  malpracftice  ra^es  will  exacerbate  the  problem  of  fee— 

J  '  -J 
far-setVice  physician  provider- reluctance  to  participate  in  the  pr6gi^m.  - 

The  apparent  *re^uctance  'of  physicians  to  accept  new  Medi-Cal  patient^ 

.■  ■  -i^iio 

was  documented  before  malpractice  increases  in  a  CMA  survey  taken  duH.ng  the 
end  of  1974_where  12%  of  respondents  said  th£y  definitely  would  riot  accept ''a  J  ^ 
new  Medi-Cal  p'atient  and  about  25%  Baid  they  "ptobably"  would  hot  acce^  one. 

•    . :  V  ^  ••   .     ^    -  ^  \  ^ 

.A  telephone  survey  of  200  gejierdl  practitioners  and  internists  conducted 
by  the  Health  Department  during  iate  March  and  early  April  of  1975'^efpre 
r^te  increases  went  into  effect)  revealed  that  it  was  considerably  Easier  ^r 
a;  new  private  patient  tb>^ht.a  new  Medi-Cal  patient  to  get  an  ^poinUnent.  About 
^0%  of  tl:\e  physicians  wer^  willing  to.  see  a  private  patient  arid  about  v40%  were 
'willing  to  see  a  Medi-Cal  patient.,    Despite  this  apparent  reluctance ' to  take  ^ 

y  '    ^  '  ■ :    \     •    V      .    ^  ^  ^ 

nw.  patients,  preliminary  data  on  provider  participation  iiL^the  Medi-Cal       '  - 

k'      ■     ^  .  '  ^\        -  ■   '  .         ■  . 

program  shows  no  recent  sta,tewide  major  downturn  in  the  number. of  Medi-Cal 


.  physician  providers .    Preliminary  analysis  of  data  supplied  by 

^interrcciiarie^,  the  State  Health  Department  and  , the  Hospital  Council- qf^W^therfi 
.  sGg/ifornia  indicates  the  following:  "  \ 

-'^  ^    between  the  years  1973,  1974  and  1975  the  number  of  partic>pa 

'  :    .V-'  .i--  ■    •    '  " 

physicians,  claims^nd  payments  .have  increased  in- each  yea,r.\  It 


should  be  pointed  out,  however,  that  this^ata  ^does  not  include 
f     payment  for  most  services  provided,  duriiig  the  last  quar^ter  of  1975. 
-        In  the  metropolitan  areai"  affected  by  the  May  1  physicians'  slow- 
down  'Ci'»e. San  Franoitoco,  Alameda,  Contra  Costa): 
1.     physician  visits  and  payment  drop  about  10%  when\ compared  to 
the  previous  quarter,  but  then  increase  substantially  during 


the  quarter  following  the  slowdown; 
'2.    recipients  of  physician  services  after  the  slowdown  jump  to 
-  prior  levels;  -  *  • 


"S^.       3.     the  number  of  first  Visits  (which  are  a  partial  proxy  f of  n 


J. 


umoer  or  rir^  ''^ 

ir 

'  pa'^i^nts)  dropped  abouj^  i4%  between  May  and  the.  preceding 
quarter  but  increased  lifing  the  post-May  quarter  to  a  lev^l 

'  substantially  higher  than  the  pre-slowdown  period  tending  to  ' 
indicate  a  willingness  on  the  part  of  physicians  to  ^ treat  new 
Me5di-Cai  pateients; 

the  percent  of ^  new  to  tptal  visits  goes'  down  very  slightly 


^         (    during  the  slowdown  peijiod  but  during  the  post-slowdown 

.  ^period  is  eyen  liigher  th^an  before  the  slowdown.  [ 


.1 


^   ^Even  though  community  hospital  occupancy  dropped  in  San  Francis^co 
^    ^  '^V  arfd  the  East  Bay  during  the  ^physician  slowdown,  the  percent  Medi- 

Cal/  of  their  average  daily  patient  census  iid  not  decline  indicating 
that  Medi-Cal  patients  were  npt  treated  differently  than  private 


\        .  '  '  '       -  -  '  •  '"96 


ERIC 


,  patients  during  the 'slowdown  period  •!  .  * 

's:.  ^is  initial  .evidence  indicates  on  a  stktewlde  basis. that  Medi-Cal  patient? 
are  getting  Recess  to  physicians  and  in  t%  Bay  Area* recipients  and  visits 

»  *  ...  I  • 

show  no  Qontinuinj^  downturn  after  the  slowdowU^     Since  this  data  base^^^lxa^ 
not  include  significant  data  frp^m  the  period  during  and' after  November  1975 

(rate  increases    affecting  23  non-Bay  Area  Northern  California^ counties  ^nd. 

■'  '    ■         ,        ,  •        ^     ^  ^.  <  '      _     ■  ^  • 

alj.  of  Squtiiern'^California)  ,  it  4oe^-iv©'t  pro^^de  a^'basis  for" as^esfiiig  the  ^ 
Statewide  impact  of  raCalpractice  increases.     In  addition,  changes  may^  have  ^ 
^Vocciired  in  some  of  the  morefc4t4iral  areas  impacted  by  the  May  1  indirease  which 
are'too  small  to  significantly^/ affect  statewide  data.   *       .  ^ 
\^  More  recent  dataTfro^  surveys  of  physicians  and  jnedicai  ^SQcieties  since 

malpractice  premiums  Ijriy^ased  tend  to  suggest:       ^  -  ^ 

*     .     1.     in  urban  ^reas  there,  may  be  some  shifting  "of  patients  from  those   .    '  ' 
.  'O^ho  may  no  longer  be  seeing  new  ^edipWl  patients  to  those  who  a  ^ 

are  ptill  willing  to  accept  t|;iem^|/^*^  / 
2.  lin  rural  >areas  there  4naJ^  b^^problem^' ^f  access  to  care,  especially 
'         '        obstetric  care. 

^      In  more  rural.  dT^s  access  tcA^stetric  care  i^  made  less  Avaii^ble  ^o  '  ' 

th(^  extent  family  physicians  reduce  their  OB  cajfej^^ower  premiums  and  in- 
crease/th^ir  reluct*drt<e  to  see  Medi-Cal  patienta  because  of  low  reimbursement 
rates,  v^ich  equal  about  o^e-third  the  private  patient  fdfe..    This  theoretically 
would  increas^e  the' workload  of  obstetificians  in  these  areas  generally  and,  ' 
because  they  are  even  more  busy  with  private  patients,  make- them  less  incliiied 


to  accrept  J^^di-dal 


*  ■  ■  Is  .  ^  t 


/     N       Medical  societies  indicate  increased  reluctance  of  physicians  to  accept 
Medi-C^l  patients.  ' 'Following^i^  a  W^rilnliiary  Nummary  of  responses  to  our  ^ 
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Joaquin 


Placer-Nevada 


200  of  360  HBemberB  refuse  to  accept 
Medl-Gal.^  Physicians  are  l.ess  willing 
to  accept  theih  than  before.  ,Only 
physicians  are  specifically  taking, 
new  Medi-Caiv*   Trend  down  in  accept 
ance  of  Medi-Cal.  v  ^  ' 

Very  few  taking  new  Medi-Cal.  GFk 
"  not  taking  Medi-Cal  but  specialists 
are.     Some  arfe  referred  to  Sacramento* 
or  go  to  Roseville  Hospital  emergency 
room    Physicians  are  very  busy — 4 
week  wait  for  private  patients .  None 
will  take  new  Medi-Cal  in  Auturn  ^tea^^ 
Nevada  County  doctors  taking  fev^eir*" 
patients.     Some  go  to  emergency  rOom. 
Fewer  OB  services  available.  OB-^YN 
not  taking  , Medi-Cal "in  Ntfvada  County. 


tulare 


Yuba-*Sut  ter-Colusa 


ChietJ^ 


Most  not  taking  Medi-Cal'. 
not  taking  new  parents. 


'M^hy  are 


The  number  of  physicians  taking  priyat( 
patients  is  normal  but  Hedi-Cal  is  Ipw 
In  Colusa  only  t)ne  physician  will 
deliver  and^about'  half  doctors  tak^^  « 
Medi-Cal  (6  ot  about  12). 


I 


\xave  refused  to  take  new  Medi-Cal! 


\  San  Luis\ Obispo 
Humboldt-De^  Norte. 


^^ast  a- Trinity 


Mendo^iho-Lake 


Few  taking  new  Medi-Cal.     Only  1  OB 
-takes  Medi-Cal.  .  ,  ■ 

Dif^cult'  to  find  physician  who  h^s  be* 
accepting  Medi-Cal  sinc^  November. 
Multi-phydician  clinic  accepting  1 
Medi-Cal  for  every  2*.  non-Medi-Cal —  :  <t 
7^ physicians  are  taking  new  Medi-C^ 
plus  an  additional  7  through  the; 
clinic  waiting  li«t.     If  there  is  no 
relief  in  the  Medi-Cal  payment  struct- 
ure, patients  will  have  •ta  be  sent  to 
other  areas'  for  treatment.  -  AHticipate 
closure  of  County  Medical  Center. 

''"WSsfc  not  taking  Medi-Cal.  -  2  6Ps  will 
se^  Medi-Cal..    Most  specialists  will 
take  all  patients.^  *t    \  - 

Many  are  beconliijg  more  selective  -about 
^  Medi--€al.     Actess-to  care    could  be 
problem  in  Lake  County*.     2  06  men  *near 
FQTt  Bragg  not  taking  Medi-Cal ^ 
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Merced-Mariposa 


V 

Lassen-Plumas-Mo^oc-Sierra 


Siskiyou 

Tehama 
^San  Benito 
>^lo 

San  Matep 


\ 

Santa  ClAra 


Marin 


^Stanislaus 


Medl^Cal 


itf  serious  problem.  Primary 
care  physicians  will  generally  not  see 
thfem.  'Only  .2  will.        ManV  go  to  the 
clinic  or  are  treated  at  Merced  Com- 
munity Hospitals    Me\ii-Cal  OB  care  is 
•  a  very  serious  jproblem.    Hospital      *  ,* 
anesthesiologists  will  only  tteat  Medi- 
pal  emergencies^    Medi-Cal  has  been 
problem  for  the  last  year  to  18  months. 


4  have  r^fu^ed  Medi-Cal.     Decrease  i^i 
OB  service  in  Modod  and  Sierra.     In  ' 
Plumas,  physicians,  are  treating  them. 


Many  are  refusing  to  ^cc6pt  Medi-Cal.^ 
One  or  two  in  soutliern  part  of  the 
county  are  *still  taking  them^ 

Most  not  takihg  new  Medi-Cal.  Trend 
on  acceptance  is -down.  ^ 

Some  specialists  prefer  not  to.  take 
Medi-ti:tfl>  ^-  ' 

-  I  .  -         ■  '     ■       ^     \  '  ^ 

Reluctanee  to  take  Medi-Cal  has  in  • 

creased  since^nl^lprac^ti^  rates  went  up. 

Physicians  have  generally  not  been 
'willing  to  take  Medi-Cal.     Medi-Cal  ' 
(Jb  patients  !are  referred  to  (?hope 
Hosi^tal.  "^Many  will  only  take  Medi- 
Gi^l  on  Referral.        •  >  _  ^ 

in  response  to  a  survey  of  752  respond- 
ents, ilO  physicians  said  they  take  no 
new  M^di-Cal  113  said  they  reduced  their  • 
Medi-Ca±;  "IT  said  they  discontinued  all 
Medi-Cal,  and  31  sai^^no  new  patients. 
Obtaining^  OB.  care  is  becoming  a  serix)us  ^ 
problem*     Trend  in  acceptance  ofMedt- 
Cal  Xs  down.     •  ^        -  .  '      ^  ^  - 

Less  than  5%  gf  "physicians  vfLll  take' 
new  MelH-Cal.'    Only  3  CPs.  '  Sfx^cialists 
usually,  tal^  Medi-Cal  onj^ferral  only. 
Medi-Cal  patients  a^^'^'Sent  to  San 


Francisco  or  to  the( 
still  see  them. 


few  pjiysicians.  who- 


^  T 


Very  vfew  p^R^RjLci^na/ accepting  Medi-Cal. 
Only  5.  Many  patieht*>'go  to.  emergency  '/i 
room.     Trend  in  ^accepting  Medi-Cal  is 
down.     Some  go  to  Scenic  General  Hospital. 


/ 


Inyc^^H5!n> 

Napa 

Sonoma 

Sacramento 


•Butte-GLenn^' 
Alpine 


Calaveras  ^ 

'  '  ■  \i 

El  Dorado 
Tuolumne     \  ^ 


'  1  or  ^  physicians  fr 6m.  Mammoth 
Lakes  h^ve  eliminated  Mecji-Cal  patients 
front  their  practice.  . 

10  taking  Medi-Cal.  ^ 
sraty-any  taking  Medi-Cal. 


Many  Medi-Cal  patients  *are  callings 
for  referral  and' physician  willingness 
to  accept  them  is  becoming  jnor-e  of  a 
problem, r  - 

2^0  have  refused*  to  accept  Medi-Call 
Particular  problem' with  OB  ser.vlces. 

.         .       >  \, 
Malpractice^  plroblem  has  made  it  more 
difficult  to  get^care  for  Medi-Cal 
especially  OB .  ,  No  physicians  in 
Alpine,  but  care  in  service  areas 
less  available. 

.1  doctor  doing  OB.,,  ^edi-Cal  patients  ^ 
can  b*e  served  tTituiuj^  local  hospital.  ' 


^About  80%j&#^hysicians  not  accepting 
new  Medi^^l.  .  One  GYN  in  Pla.cerville 
^  %^iil  se^  Medi^Cal'.     OB  particular' 
problem. 

Gre^eryreluctance  to  see  Medi-Cal.' 
Mady  wifi^  not  accfe^pt  neW  ooes  and-^^they 
go  to  the  County  Hospital.  *  OB  a 
problem.  -    '  . 


\  Thus,  although  recent  statewide  evidence *of  the  impadt  of  malpractice  / 

premiums  on  physician  provider , participation  statewide .is  inconclusive,  physi-^ 

-  ■  "  ,   ^  .     '  ' 

cian  surveys  and  reporta  from  Medical'  Societies  indicate  f evi/er  physicians  appear 

"  I     '  •  .         .       -       '  .  ^ 

willing  to  accept;' Medi-Cal  patients.     On  the  other  hand,  ^i^eliminary  evidence 

from  *San  Franpisco  and  the  East  Bay  appears  to  show  no  downturn  >iri  ;^eclpients 
or  visits*  i  ,         '  ■  ' 

■  -   7  r        "    ■       ^  - 

Availability  of  Care  U  ^  -  ' 

Preiiminary  evfdence.  indicates  that  rural  areas,  more'heayily  serveld  by  r  \ 
fami-ly  physicians,  are  more  se-v^etely  impacted  by  changes  in  thQ  scoye  o^  •  * 


piiysician  practice  most  likely'^ making  snrgery  and  obstetric  care  less  availiable. 

-    ^       •    •  •  V      .*  X  ^  . 

These  are  t;he  areas  primarily  affected  as  will.  Jle  premature  retirements  and  the 

■ "       ■        .  '  • 

areas  having  traditional  prpblems  attracting  physicians, 

< 

A  third  of  all  CMA  survey  respondents  said  that  changes  ^)'iey  were  making 
or  planning  would  affect  th^  availdtility  of  care  in  their  commui^ity.  However, 
about  60%  ot  the  non-metropolitan  respondents  said  they  were  making  practice 
changes  and  half  of  these  t6tal  respondents  ^almost  85%  of  those  making  changes) 
said  the  changers  wpuld  affect  the  availabilijty  of  care  in  their  areas;  ^ 

Sonje  of  the  affecred  rural  areas  are  also  those  su\)ject  to  recreation  and 

vac'atlon  InJlux,  and  Have  small  hospitals  which  may  have  already  been  or  could. 

soon  be  affected  by ^changing  practice* patterns •    According  to  the  President  of 

the  Inyo-Mbno  Medical -Society : 

"N6rmal^y  many  skiers , injured  at  Mammoth  are  treated  in  Bishop, 
and  these  are  the  people  who  will  be  treated  ^in  a  first^^aid 
fashion  onlf  and  sent  on  to  Los  Angeles  or  otMr  areas  for  * 
definitive  orthopedic  treatment  which  they  could  very  well  have 
had  except  for  the  malpractice  crisis.     The  recent  slowdown  in 
orthopedic  surgery  has  considerably  reduced  the  hospital  census 
and  the  Boarc^  of  Directors  and  Administrator^antlci^ate  ^short  ^, 
work  weeks  and/or  lay-offs  in  January^** 

The  Secretary  of  the  Lassen-Plumas-Modoc- Sierra  Medical  Society  comments: 

,  "...several  of  our*  stn^ll  hospitals  in  the  area:  are  in  danger  of 
closing — and  "it  is  difficult  to  attract  new  doctors  to 'replace^ 
those  who  have  lettv. "  - 

-      y     ■         J-  '  / 

TJie  Executive  Director  of  the  Humboldt-Del  Norte  Medical  Society  said: 

'  In'  py  ' opinion,  Mecrl-Cal  patients  wall  be  the  classification  of 
,        patients  who  suffer  most  (due  to  malpractice  increases).^     It  is 
'  very  .difficult  to  find  a  physi^an,  In  our  area  who  has  been 
*  accenting,  new  Medi-Cal  patients  sinqe*  the  ffrs't  of  November . .  . 

.  The  Humboldt  County  Medical  Center  is  scheduLed  to  close  before 
the 'first  of  £he  year..  Therefor^,  there  perhaps  will  be  some 
*       y       startlijj^  developments  within  the  next  90  days  that  we  cannot 
predict  at  thi^-time.  ^If  there  is  norrelief  in  the  Medi-Cal 
,  payment  ^ rue 6^1^, ;  then  the  Medi-Cal  Aatients  will  have  to  be 

sent  to 'San  FraOjCtsco  or  ofher  metropolitan  areas  for  treatment." 
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,  We  have- previously  shovm  that  increases  in  malpractice  rates  appear  to 
have  had  an  important  impact  oil  the^  availability  of  obstetric  care.  Family 
physicians  are  reducing  deliveries  and  some  older  OB-GYN  specialists  appear  , 
to  be  dropping  OB  practice  earlier  than  they  might  haye.     BotK. these  trends, 
when  combined  with  the  large  difference  between  Medi-Cal  reimbursement  and 
private  fees,  increase  the^  reluctance  of  physicians  to  serve  Medi-Cal  patients. 
This  problem  hit^  r-ural  areas  Hardest  and  suggests  the  need  for  other  forms  of 
OB' services  in  rural  communities.     They  also  suggest  the  desirability  of  estab- 
listing  different  rates  for  rural  communi^es  to  the  extent  they  are  actuarily  * 
justified.     In  the  Bay  Area,  rates  for  "Shasta,  Trinity,  Solatlo  ^nd  Siskiyou 
counties  are  about  half  those  charged  in  Alameda  and  Contra  \:osta. 

/  -     '        ■  •    •  •    .  •  \ 

Effect  on  Fees  ^^f^  \  ^ 


'   -The^most  direct  impabt-^f  oiiipractice  rate  hikes  is  that  they  increase 

the  physician' d?*  cost  of  doing -business  which  in  most  cases  ^s  passed  on  to 

♦ 

private  patients  in  the  form  of  .fee  increases. i  Respondents  to  the  Auditor 
^General  s  survey  indicate  that  fees  have  been  increased  between  10%  and  30% 
to  cover  malpractice  costs. 

A  July  surveV  by  Johnson  and  Higgins         indicated  that  Class  I  physicians 
(i.e.,  family  physicians,  pediatricians,  internists  and  other  low-risk 
specialties)  would  have  to  increase  fees  ranging  from  about  10%  in  Yolo  County 
to  60%  in  Del  Norte,  with  moat  indicating  the  range  would  be  from  about  20% 
'to  30%.     For  higher  risk  specialties  in  Class  IV  (i.e.,  obstetricians, 
anesthesiologists,  neurosurgeons)  the  anticipated  increase  ranged  from  12% 
in  Yolo  to  98%.  in  Fresno,  with  most  indicating  a  fee  Increase  between  30%  and' 

Mi.. 

^      Guidelines  were  developed  by  the  Santa  Clara  Foundation  for  Medical  Care 
to' help  pliysicians  compute  fee  iircreases  necessary  t6  pass  on  the  coat^  of 


premiums  to  private  paj^ienls.    I^br  example,  a  low-srisk  physician    earning  a 


•gross  income  of  $80,000  with  20%  of  his  gross  depending  on  fixed-fee  patients 
.(i.e.,  Medi-Cal  or  Workmens  Compensation),  facing  a  premium  ihcreasesof  $3,600,  ^ 
would  have  to  raise  his  fee  about  6%.     An  anesthesiologist  facing  an  increase 
of  $17,200,  earning  $80,000,  with  20%  of^^his  patients  fixed-fee,  would  have 
to  raise  his  rates  about  27%.^^°^     Those  physicians  with  the  ^small^est.  gross 
income  and  heavy  fixed-fee  patient  responsibility  face  the  greatest  pro^jlem 
raising  feeSi%  ,     '  * 

^  Most  physicians  appear  to  be  passing  all  or  part  of  the  cost  of  increased 

malpractice  premiums  on  to  their  private  paj^ients.    Almost  half  of  the  respond- 
ents t6~  the  CMA  survey  said  they  had^or  were  passing  on  the  cost  and  about  a 
fifth  had  or  were  planning  to  pass  on  part  of  -the  cost.     However,  a  small, 
but  significant  percent,  said  they  would  absorb  all  the  cost.  . 

A  number  of  physiclraas  have  chosen  to  drop  their  insurance  father  than  # 

k         "  ■■ 

pay  increased  premiums.  In  the  23  .county  Travelers  NorCal  Mutual  area'  this 
could  be  as  high  as  10%  of  those  covered  before  the  rate  incres^se  l'^"^^^  The 

•CHA  survey  reports  a  smaller  statewide  percentage  of  those  going  without -insur- 
ance but,  when  combined  with  tfiose  who  said  they  intended  to  reduce  their 

*  coverage,  the  petcentage  is  slightjly  higher  than  the  NorCal  non-renewals. 
Physicialns  who  do  not  obtain  coverage  face  the  risk  of  losing  hospital  privileges, 
^owever,  'Some  haspitaLg,  particularly  in  rural  areag,  are  permitting  doctors 
,to  practice  without  co\er^e^'('e .g.  ,  San  Benito  Area).  ' 
Potential  Eff ectg  on^^l^h^S^lg^n  Location 

Calif ornia^ is  heavily C dependent  for  its  physician  supply  on  migration  of 
^young  physicians  who  r^ieive  their  undergradj*/te  medical  edifcation  in  other, 
states.     It  trains  comparatively  few  medical  frti^ents  but  many  students  ^i- 
ed,ucated  elsewhere  come  to  California  ag  house  officers  (i.e.  ,  interns  and 
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residents').    California  also.^doea  well  i,n  retaining  its  own  medical  school 
graduates  as  house  of  fleers.  V  House  of  fleers  also  te^id  to  locate  their 
practice  near  where  they  take  Residencies.  '       #   .      /  „ 

.    ,  Any  significant  shifts  in  migration  of  phy^sicians-  to  California  or  out- 
migration  of*  house  officers  or  other  practicing  physicians  9o^ld  have  a  major 
impac^.on  future  supply  of  physicians  in  the  state.     Preliminary,  liut"  fragmen- 
tary., evidence  indicates  that  no  major  shifts  of  physicians  has  yet  occurred 
which  will  affect  California  physician  supply  Iji  the  immediate  future. 
Information  supplied  by  the  Board  of  Medical  Quality  Assurance  indicates  th^t 
-    new  physician  licensees  in  California  during  1975  exdfeeded^  that 
for  1973  and  1974;  •  ' 

requests  .by  California  licensed^physicians  for  endorsements  to 
practice  in'  other  states  has  not  shown  any  significant  increase; 
the  percentage  of  out-of-state  physicians  licensed  to  practice 
in  California  shows^no  decline  between  July  1974  and  December  1975'; 
more  California  hospitals  offering  residencies;  in  1975  weife  matched 
\^ith  residents  they  chose  than  in  1974  and  the  percentage  o:^-tho^ 
.residents  sought  by  hospitals  who  were  matched- increased  successively 
in  1973,  1974  aAa  1975;  ^^^^  ', 

a  sample,  of  third-year  Family  Practice  Residents,  surveyed  by  the 

'  f  ■    ■      ■    '  '    ^     .  ' 

Health  Department^  Health  Manpower  Development  Section,  indicated 

that  the  ojicrwhelming  choice  of  those  who  had  dfecided  on  their. 

.practice  location  was  |o  remain  in  California  (26*\f  31,  had'TRrt  ^ 

yet  made  a  practice  choice);   ^^^^      7  ^ 

.  attendance  at  December  FLEX  licensing  exam  in  JLos  Angeleej^^'and 
San  Francisco  was  not  significantly  ]^wftr  than  the  attendance  at 
previous  lic^^ira^ing  exaite.  *  • 


anid  Pennsylvania  ($1,644  and  $16,334) •    .This  may  indicate  that, ^  unless  ,; 
California  experience  changes  Substantially,  future  rates  here  could  grow, 
disproportionately  compared  to  other  major  states.     However ,  ,  coilpanies 
writing  malpractice  insurance  in  California  have  not  followed  ISO  suggested 
rates  and  may  not  be  l^ely  to  follovj  tfhem  in  the  future.    Also  actions  taken  ' 
by  the  legislature,  influencing  claim  cost  and  the  structure  of .  the  malpractice 
insurailce  system,  may  improve  California's'  rate  position  compared  to  that  of 
Q^;her -fttates.* . 

With  present  data  and  future  uncertainties,  it  is  very  difficult  to 
specyiate  about  the  effect  of  liability  increases  on  practice  location  decisions 
It  is  likely  that  medical  scH^^l^graduates  are  looking  and  will  look  seriously 
at  the  "practice  climate"  which  existsK^n  a  state  in  which  they  might  like  to 
locate  in  the  future  and  this  decision-'making  process  is  sure  to  consider  mal- 
practice  rates  and  experience  as  well  as  income  expectation    and  other  factors. 
However,  many »may  be  impressed  with  the  future  uncertainties  surrounding  rates 
and  not  let  this  factor  alone  loom  too  large  in  their  locat;ipn  decisions. 
Quality  of  Care 

'a  ^ 

A  recent  Rand  paper  has  reviewed  the  effects  of  medical  malpractice 

"  (17) 
Issues  on  quality  of  care.  The  authors  suggest  that: 

-    if  malpractice  premium  differentials  cause  fewer  medical  school 
graduates  to  enter  surgery  this  yould  be  a  social  good  since 
many  surgicjal  prpceduri^^are.  lij^necessary  and  the  extent  of 
surgery  depeijds  on  the  ^nMber  of  surgeons  in  an  area;  '  * 

high  premium  rates  which  discourage  part-time  practice  may  ^ 
improve  :quality  if  part-'timers  are  not  practicing  enough  to 
remain  competent  or  are  older  and  may  be  less  technically  com- 
petent..^ Howevef,  discouragement  of  part-time  practice  may  also 


It  is  important  ^to  note  that  the  impact  of  increased  liability  insura^ice 
on  location  pat'^tems yfiay  lag.    Also  some  new  physicians  may  feel  that  some  ' 
so^tion  will  be  fo^nd  soon  or  that  ^the  sitt^tion  in  California  will  be  no 
worse  than  other  sts^tes  In  the  future. 

V  .     lAn  importan^ftindicator  of  the  possible  future,  impact. of  premium  increases 

■■  ■  ' 

is  the  diffeffeq^iar  between  rates  in  California  and  in  other  states.     A  survey 
of  State  Medical  Societies^  conducted  in  JuneNl3^5  by^he  AMAj  revealed  that 
for  $100,000/$300,000  limits  the  only  state  with  higher  premiums  for  low  and 
high-risk  coverage  than  California  was  New  York,  but  since  increases  in  November 
1975  and  January  1976  California  premiums  are  now  probably  higher  than  the jNew 
York  June^ rate^.   ^^^^     California's  June  rates  for  low-risk  coverage  do  not 
compare  unfavorably  with  those  of  the  9  other  most  populous  states.     For  High- 
risk  coyetage,  most  of  the  large  states  were  lower.     Philadelphia  Area  ratJfes  . 
wer'S^omparable  to  Calif ortiia's.     Those  in  the  Detroit  Area  and  in  New  Jersey 
were  somewhat  lower,  with  the^other  large  states  considerably  loweri.  ^"^^^^  Rate 
increases  are  pending  in  a  number  of  large  states  and  the  situation  seems  to 
be  extremely  fluid  in  terms  of  rates,  companies  providing  coverage  and  types 
of  coverage  provided.     The  Situation  is  further  complicated  by  legislative 
enactments  in  many  states  which  must  await  review  by-*  courts  and  juries. 

One  possible  indicator  of  what  rates  would  be  in  the  vatiousl^ates  if 
based  solely  on  experience  is  the  suggested  rates  of  the  Insurance  Services 
office,  developed  from  the  experience  of  reporting  companies  arpi^nd  the  nation. 
Suggested  ISO  rates  as  o^  January  29^1976,  for  California  are  substantially 
"highej  than  for  other  states.     For  example,  for  $100,000/$300,  000  coverage 
suggested  rates  for  ►Califoifnia  are  $6,074  for  lowest  risk  coverage  and  $49,417„, 
for  highest  risk.     The  next  highest  rates  are  those  suggested  for  Michigan 
($4,287  and  $34,883),  Arizona.  ($3,703  and  $30 ,159) , -Florida  ($2,925  and  $28,920) 
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affect  competent  young  female  or  academic  phyeicians; 
high  premiums  will  encourage  less  surgery  by  fkmily  practitioners 
and  more^by  surgeons.     "Insofar  as  the  surgery  performed  by 
family  practitioners  is  of  poorer 'quality  than  that  performed  by 
surgeons  (this  is  the  accepted  belief),  then  the  level  of  quality 
of  care  will  rise  as  the  general  practitioners  are  drawn  out  of 
the  surgical  market;"  ' 
certain  types  of  specialty  care  may  be  n^atively  affected  by 
high  premiums  which  encourage  physicians  either  to  increase  the 
number  of  risky  procedures  to  increase  their  income  or  to  eliminate 
those  procedures  altogether.     This  could  resxjjlt  either  in  unneces- 
sary surgery  or  in  reducing  the  availability  of  certain  services 
and  increasing  risk  to^^^^i^ients  who  might  have  to  be  transported; 
if  physicians  are  encouraged  to  join  health  maintenance  organizations 
(HMOs)  rather  than  solo  practice,  this  could  result  in  slight 
Improvement  in  quality  since  HMOs  "probably  deliver  slightly  better 
care,  on  the  average,  than  does  the  f ee-f or-service  system." 
there  is  little  evidence  concerning  the  impact  of  so-called 
"defensive  medicine"  on  quality  of  care.  Increased  tests  or 

procedures  may  or  may  not  be  necessary  depending  on  the  criteria*  

applied  to  evaluate  their  utility.    According  to  some  process 

•criteria,  too  few  procedures  may  be  performed; 

«  ■  ■  ■> 

effects  on  the  traditional  doctor/patient  relationship  may  have 

positive  or  negative  results.     To  the  extent  it  encourages  patients 

to  take  greater  personal  responsibility  for  their  care,  iX  may  be 

a  social  good.  .  ' 
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r  .  the  qiiality  of  the  care  medicaid^atients  receive  may  be  affected 
if  significant  numbers  of  physicians  refuse  to  treat  them,  spend 
'less  time  with  them,  or  ^rd^r  unncecessary  procedures. 
Malpractice  rate  lncre^es/m4y  have  both  negative  and  positive  effects  \ 
liT'ru'ral  at;eas.    Previously  noted,  reports  from  rural  communities  indicate 
that  certain  types  of  ca(re  may  be  l^ss.  available  as  a  result  of  malpractice 
inspired  premature  te^ir^ents,  and  changes  in  the  spectrum  of /services 
available.    Also,  thfe  California  Academy  of  Family  Physicians  has  expressed 

concern  ibout  the  Impact  of  premium,  rate  increases  on  Family  Practice  in 

■  ■  >    /    ■  ■'  '  ■ 

rural  California.     In  recent  correspondence,  ^^he  Executive  Secretary  of  the 

Academy  noted; 


^1. 


/ 

Ve  are /deeply  ooncerned  about  the  impaction  the  fie^id  of 
•  family ypract ice.    Our  residents  throughout  the  state  are 
expressing  concern-  over  spending  a  great  deal  of  time 
trainl/ng,  particularly  in  such  areas  as  .OB,  when  they  won't 
be  abie  to  include  this  in  their  practice.    This  will  hit 
rural  areas  hard  because  these  are  the  very  areas  that 
require  the  broadest  type  of  training  and  service."  U7a) 

If  family  practitione^rs  are  discouraged  from  doing  procedures  they  are 

technically/ competent' to  perform,  then  the  level  of  care  in  the  cpmmunity  may 

■  /   ,       '  ■    ■  .      .  . 

be  reducedi  a|j|||  inefficiency  encbiiraged.  However,  reduction  of  certain  surgical 

procedures  by  part-time,  less  technically  competent  practitioners  in  small 

hospitals,  may  have  positive  effects  on  the  quality  of  care,  particularly  if 

more  technically  competent  specialty  care  is  available  within  a  reasonable 

distance  and  is  accessible.    Also  malpractice  premium  increases  in*  rural 

/■"  '  ■  ■ 

■  ■  .  • 

areas  niay  have  the  effect  of  encouraging    greater  specialization,  of  care 

If      ■     '    '  ■  *      "  '  '  \ 

thrjpugh  the  process  of  referrals  to  physicians  who  are  encouraged  to  perform 
enouj^h  procedures  to  maintain  a  higher  level  of  competence.    A  negative 

LI'  .  ' 

f^ct  could  be  that  some  minor  surgical  procedures  could  be  referred  to 

/■  '■  '  '  ''^ 

Stant  specialists,  with  resultant  inefficiency  in  delivery  of  care", 
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inconvenience  and  increased  costs.    In- rural  areas  with  f  ew  *physicijans*  to  cover 

'  /  .  ■  i}  ^  ^  *. 

*laitge  geographic  areas  (which  may  be  sndWed  ia  dutlng  tHe -winter) 'and- partj-  • 

•        ^        '  *    -  .■ 

time  practice,  hardships  may  occur  which  call  for  corrective  action. 

.      ,  '       ■  -    ■         •         ••■     ■  .  . 

Effects  oji  Physicians  Assistants     '    \  '         •  . 

 ^  '.  T"^   i-  • 

Data  obtained  from  a  1971  AMA  sSrvey  suggests  that  malpractice  premiums 
themselves  ^do^ot  feignif  idantly  inf lueW^^^^sJLcians^  wlllfngness  to  utili 
allied  health -^personnel  in  their  office.  ^  , 

The  current  premium  rate  structures  themselves  appear  not  to  be  a        .  ' 
barrier  to  hiring  of  PAs.     The  Doctor-owned  Medical  Insurance,  Exchange  charges 
$124  extra  a  year  for  covering  a  PA,  and  NorCal  and  Travelers  chargie  nothing. 

Johnson  and  Higgins,  brokers  for  the  NorCal  Mutual  and  Travelers  plans 
indicate  significant  increase  in  recent  applications  by  physicians  to'  cover 
PAs.' 

•    •  •   .  ■         .    ^  '   ■  -  -  . 


^     7  '  - 
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'Goncluslona  '.  •      .  .  ''       •'  ,  '         •  "  ». 


■   Our  TptelimXzetty  analysis,  based  upon  statewide  surveys  focUsed  primarily 

■   S'    ■  ^  ' •  \    -      u     •  ^  '  ■  '  •  •  ' 

on  Nortneri}  CaXifornia  oata',  suggeats  th^t  major  increases  in  m^practice 
rates  haver^  \     '         ,    ■,  ^  ^ 


X 


s 


1.  not  yet  caused«.*a  niij or  movement  of  physicians  out  of  *,Califo.rnia:  ' 

2.  not  yet  caused  reductions  in  the  annual  number  of  new  physicians 

'  ^  I '         ^:  ■  .  ,  ■■  -  . 

licensed  to  practice  in  the  stare;  ^ 

3.  not-  yet  caused  reductions  in  the  number  of  out-of-state  licensed; 

4.  not  yet  caused  an  increase  in  the  number  of  jendorsements  by 

■  c  '  ■  ■     ■    ■     '    '  -  '  k    <fsi^^^  • 

Calif ornia  pthydicians^^o  practice  elsewhere;     .  '  , 

•  ^  i 

5.  not  yet  resulted  in  encouraging  graduating^alifornia  family 

■■\.  .      '/^  , 

r  practice  residents  to  leave  California  and  set  up  practice  elsewhere; 

S.  not  significantly  reduced  physician  willingness  to  utilize 

^  physicians'  assistants; 

7.  not  yet  resulted  in  significantly  reducing  tbe  numbek  of  physician 

•  ^  \     '  *  ' 

^providers  serving  Medi-Cal  patients  up  through  Novembf^  1975;  v 

i  ^ 

.  8.    not  resulted  in  significantly  reducing  the  availabi^ty  of  physician 

•  care  to  Medi-Cal  patients  in  ^an  FX'^ftxcisco  and  {:he  i^fast  Bay  after 

'  the  May  physician  slowdown; 

.  '     t  ■  ■  ■      ■  - 

9.     apparently  not  tesulted  in  discriminatory  treatment  by  Bay  Area 

physicians  of  Medi-Cal  patients  needing  hospital  care  (i^ring  the 

M^y  physicians'  slowdown;^  •  ^ 

10.     probably  encouraged  premature  retirement  of  a  few,  but  not  an  byer- 

whelmingly  large  number  of,  older  physicians — many  /)f  whom  may 

have  been  practicing  part-time;  / 
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11.  probaoiy  iighiJ^icantly  affected'  the  apectnim  of  services  provided,  " 
P^i^iculdtly  by  family  practitioners,  lAany  of  whom  Indicate  %hey 

•    have  redyced  surgfepr  and  obstetrics  and  by  other  specialist^  yho 
appear  t6  have  reduced  \surgery;  /  '  '         *  ^  ^4 

12.  caused  frustration  among  family  practice  residents  Who  are  V 
dlscd^ifiraged  fi^  performing  obstetrics  and  of  her  ^procedures  for 
which  they  .received  residency  training'-;  *  *  . 

13.  probably  reduced  the  ava4.1ablllty\of  care  In  cJrtaln  rural  areas, 
particularly  obstetric  care  and  service^  to  *M&dir-.Cal  patients ; 

14.  resulted  in  incr6a8ed  expression  by  ^hysician^of  their  unwillingness 
to  accept  new  Medi-Cal^  patients  and  reports  by  Medical  Societies 
and  public  officials  that  few  p^sicians  in  many  .Northern' Qalifomia 

areas  aref  accepting  Medi-Cal  patients  without  referrals^ 

•  ^     ^  .  h  ■ 

15.  potentlfiHJy  improved  quality  of  care  to  the*"  extent  that  unnecessary 

surgery  is  reducied  and  lass  technically^ompetent  physicians  are 

'  . '  ' .       -  ; ^  \  .  -  *  r?  * 

discouraged  from  perforning  surgical  procedures  in  poo|:  facilities; 

"^^z  .  -^-i  .         ■     ■       .  ■ 

16.  resulted  in  increased  costs  of  %ervic^  raifcing  from  10|  to  30% 

'  .  .  for  office  visits  to  primary  care  physiciaJs  and  more  for  surgery 
and  specialty  card.  -Most  physicians  a|^pear  to  be  passing  all  or^^ 
part  of  their  increased  premium -costs  pnTTp^^p^lyatd^^atients ; 


17.  encouraged  a  small  but  significant  number  of  phy/6iclans  to  practice 

•  V  ■       ' ,  ■  \      7       •  ' 

without  insurancd^ (probably  between  5%  and  lOt) . 

*  ■  .■•',•> 

18.  probably  in  metropolitan  area^  stimulated  a  transfer  of  certain 

■  .  L 

patients  from  family  physicians  ^o  surgeons  an^  obstetricians; 

19.  caused  many  physicians  who  have  hot  made- changes  in  their  practice 
to  consider  doing  so  i'f  rates  continue  to  climb; 


s 


-^20.    probably^  to  a  nilnor  degree,  helped  Increase  the  attractlven^a^  ' 


of  crlosed  phractlce  settings  «iXthough  salary  Increases  were  probably 


a'lnore  Important  Incei^tlye  to  tijiose  moving  *t<$  n^Llifarpr  service 
than  the  disincentive  o^ higher  premiums.       *  ' 
In,  sum,  available  evidence  suggests  that  malpractice  rate  Increases  have 


no 


t  yet  caused  significant  reduction  In  Call^orhla^  physician  supply,  but  appear 
ta  have  spurred"  changes  In  pj^^actlce^  patterns  with  potentially  Important  effects 
on  the  availability,  cost .and' quality  of  care,  particularly  In  non-metropolitan 


areas*  These  effects  should  be  carefully  monitored  so  that  /their  impact  state-^ 
wide  and  in  particular  areas  of  California  can  be  appropriately  assessed  by 

pollcymakeirs .  ^  ^  ji- 

"•  f    V.  ^  ^ 

Policy  Implications  '  /         ^  j 

'Many  physician^  appear^  to  be  riding  out  the  initial  malpractice  storm,  ' 

some  having  Iner^sed  their  fees  to  absorb  Increased  costs  and  some  having 

made  practice  changes  to  reduce  them.    Many  are  probably  hoping  for  some 

legislative  relief  while'  they  ponder  thfelr  options  forjithe  future.    If  rates 

cb^|:lnae  rls^  substantially,  theti  increasefl  medical  costs  and  perhaps  more 

ubstantl^l  practice  changes  will  result. 

Even  though  MedW-Cal  recipients  are  obtaining  access  to  care,  it  does 

appear/ th|tt  many^^phy^lclans  ate  becoming  more  reluctant  to  treat  them  due  to 

IncreaslA^lsparl'ty  between  fees;^harged  to  private  patients  and^^dl-Cal 

reimbursement.    Consideration  should  therefore  be  given  to  bringing  Medl-Cal 

physij^ian  relmbursementjjior^  in  llne^wlth  Charges  paid  \o  private  patients. 


'^^forts  should  al^^**^  made  to  ^assure  that  obstetric  care  is  avalJt^ble  to 
(/those  in  rural  /areas.     In  some  areas  Increased  use  of  nurse  mldwlves  could 


•  fill  this  need. 


In^  addition,  consideration  shoi/ld  be  given  to  making  the  rate  stru^ure 
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fliore  ^lej^i'bl®  to  no,t  discourage    .1)  rural  Mdj)art-time  practice  by  competent 
ysicians,^    2)  family  practice  physicians  and  other  specialists  doing  . 


proc^ures  they  afe  trained  and  technically  competent  t6  dp,^and  ' 
3)  new  physicians  from  locating  in  California,  ^r^r 

-\    ,  '       ^^  •,    -  .V "      _ .    ^  ■       •  . 

Recommendations  for  Further  Research,  '1  '  ^ 

V     .       ,  f  .  ,   r  .  >  ^ 


.We  recoimnend  tbat  the  following  research  be  undertake^to  moire  thoroughly 


document  th^  effects  of  malpractice  rate  increases:        '  4  , 

1.  mpnijtor  trends  iil  Medi-Cal  physician  provider  participation  and 

in  tha^r  acceptance  of  new  Medi-Cal  patients  to  de^^m^l^Hf'  f 
shifts  in  availability  and  accessibility  oi^ care  is  occurring; 

2.  mdnitor  l:rends  in  Medi-Cal  patient  census  in  county  and  comI^^nity 
hospifca^  to  determine  if  J4edi-Cal  patients  ar^  being  increasingly 


^    admitted  ^to  cc^unty    facilities;  ' 
.3.     mo^l^or  trends  in  selected  surgical  procedures  and  obstetrics  by 


spSci^lt^  and  a^^  to  deter?nine  if  changes  in  number^  of  procedures 
or  in  type  of  physician  performing  these  procedures  is  changing; 

4.  compile  and  analyze  statewide  data  from  malpractice  insurance 
companies  on  the  extent  to  which  physicians  are  changing  premium 
class  and  why;  •  v.  '  ^ 

5.  collect  and  analyze  data  on  selected  surgical  and  obstetric  pro- 
cedures to. determine  if  any  reduction  in  number  or  change  in 

^  physician  specialty  performing  them; 

6.  analyze  data -from  recent  California  physj^an  relincensure  and 
accompanying  survey  to  d-etermine  ch^«^es  la  supply  and  distribution 
of  physicians;  /  \  •  V 

?•    'to  the  extent  possible,  complete  and  analyze\data  on  residency 

location  choices  of  interns  and  residents  to  determine  If. California 
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Is'^as  attfracti^^a  place  for  ipx:ati04  as  >it  has  been  in  the  paster 
survey  California  house  officers  to  determine  their  "^practice 
choices'  and. •the  extent  to  which  malpra9tice  ma^  significantly 
inf luenp^'that  choice;  ^   '  * 

monitor  nialpractice  rates  in  other  states.    Apparently  no' central 
repository  exjlsts  for  collecting  rates  by  state;, 
develop  a; continuing  survey  of  physician  practice  patterns  on  a 
sample  basis  to .detect  changes  over  time  dnd  on  a  timely  basis. 


n 
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7  :   *  ^        '    ;      ^        '  FOOTNOTES  k  . 

1.^    Report^  of  Booz-Allen  Consulting  Actuaries  con-tained  In  Joint  Legislative 

^'   Audit  Committee,  Office  of  the  Auditor  General,  Rep6r,t  Nci.  265-2,' 
Doctors'  Malpractice  Insurance.  December,  1975,  p.  16.  .  '  • 


2.     Op.  Cit.  Auditor  General's  Report,  p.  22. 


3.  y  Family  physician  as  used  in  this  report  includes  genera!  practitioners 

and 'f amily>practitioners.       '  ♦  >^  , 

4.  This  survey  was  taken  in  August  before  premium  increases  actually  took 
effect  in  most  of  the  state.  o 

5.  Sample  of  1,000  with  778  responses  compared  to  Atiditor  General's  survey 
with  a  sample  of  540  and  270  responses. 

6.  Reduction  of  surgery  by  general  practitioners  is  not  a  new  phenomenom, 
but  has  been  speeding  by  rate  increases.** 

7.  CMA  Socioeconomic  Report  February /March  1975.. 

'8.     Our  survey  responses  are  supplemented  when  ^pprppriate  by  data  from 
.   January  1976  Health  Department  telephone  survey^  of  Medical  Societies 
'     and  rural  health  officers  or  their  ..designeeS-.  .  ^ 

Brokers  for  the  Travelers  insurance  progrAm  in  23  non-Bay  Ajrea  Northern 
California  counties  ^  •  t 


1 


10.  Material  prepared  by  Dr.  Robert  D.  Bu,mett,  President  of  the  Santa  .Clara 
^   Foundation  and  sent  to  Foundation  physicians. 

11.  This  is  the  number  of  non-reneWals  by  physicians  in  the  area. 

12.  Amcj|ig  the  40  states  with  ^edical  schools  California  in  1973-74  ranked 
8tb  per    100,000      populatioh  in  total  number  of  house  officers  and, 
house  officers  from  anodher  state,  and  l^th  in  number  of  house' of fleers 
from  the  state  who  remained  th^re.     California  also  ranke^d- 35th  in  number 
of  1973  entering  medical  "students  per  100,000  population. 

13.  It  is  'important  to  .also  note  that  the»  numbdtr  of  residents  sought  by 
hospitals  declined  between  1973,' f974  and  1975. 

r 

14.  A  survey  pf  all  third-year  family  practice  residents  is  now  underway. 

15.  See  Malpractice  in  Fo^u^-,  The  American  Medical  Association,  August  1975. 

16.  Following  is  t^ie  ranking  of  the  states  by  population :  Calif ornia.  New  York, 
Pennsylvania,  Texas,  Illinois,  Ohio, ^Michigan,  New  Jersey,  Florida|^ 
Massachusetts.  ^  ' 

17.  Robert  H.  Brook,  R.L.  Brutoco  and  Kathleen  N.  William's,  "The  RelatioAs^hfp' 
Y      Between- Medical  Malpractice  and  Quality        Care,"  October,  1975,  p.  5526- 

The  Rand  Corporation.  )  • 
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Letter  to  Author,  January 1976.  ^ 

.  /  ••    ■  ■        ^    ;        ^  .  '   ■  . 

.As  Tfli^tioned  earlier,  XrgSnaut  charges  lower  rates  to  rural  county 
,lJhyaiclans.    NorCal  Mutual  Is  now  considering  such  a  plan.  Both 
•the  Medical  Insurance  Exchange  and  NorCal  Mutual  plans"^  provide  for 
•||duced  rates  for  jlart-timeirs.    Medical  Insurance  Exchange  and 
WOTCal  Mutual  provide  for  a  50%  rate  for  the  new  physician  during 
ills  first  ji^ear  in  practice. 


1^  - 
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3..  THE  Impact"  OF  MTioNAL  ffiELALm  ^  .Y^-'^, 

The  optimal  policy  with  respect  to  the  support  of  and  InfliAiice  on  the . - 

training  of-^physicians  by^he  State  of  California  in  response  to  xhe"  passage  or 

in  preparation  for  the  expected  passage  of  National  Health  Insurance  will  depend 

to  a  considerable  extent  on  the  following  factors: 

*  '         •  ...  .  ■  ■ 

1.  Cuxrent  Demand  for  Physician  Services  and  the  Capaclty\tjo  Provide 

Them  '  '        \      '  ■ 

2.  The  Particular  Form  of  the  National  Health  Insurance  Legislation  ' 
Enacted  ^ 

3..        The  Responsiveness  of  Real  Consumer*  Demand  to  Changes  in  Financing 
Mechanisms 

A-       The  Capacity  of  Physiciang  to  Respbnd  to  an  Increased  Demand  for* 
their  Services  '       '  r  v 

5.     The  Influence  of  Supply  Characteristics  on  the  Availability  of  ^ 


Ufi^lization  of  Seifvices.^^  ^  >  I  .  '  ^ 

We  will  discuss  each  of  these  factors  and  we  will^^lso  provide  preliminary 

,  projections  of  the  utilization  of  physiciafTs*  services  and  the  capacity^  of 

physicians  to  provide  services  following  enactment  of  National  Health  Insurance. 

1.  CURRENT  DEMAND  FOR'^ PHYSICIAN  SERVICES      ^  ,  * 

AND  THE  CAPACITY  TO  PROVIDE  THEM 

'  Estimating  current  demand  or  predicting  future  demand  for  physician 

services  continues  to  rest  on  the  tightrope  between  art  and  scijafcr^:     Few  areas 

<^  •  .     *■  '  ^'  . 

cause  more  disagreement 'than, such  prajections.     ^  *^  ' 

In  .a-t  temp  ting,  to  detefmine  demand  for  physician  services,  ona^pust  be,  v 
cautious  to  distinguish  between  the  ^concepts  o,^  need-dnd  d^Wnd,     Need  is^n  ' 
estimate  of  the  quantity  of  medical  services  that  ought  to.be  consumed  in  order. 


Jfor^-e^o^ulajj-bn  to^be  as  healthy  as  medical  services  can. make  them.  •  J t"  is  ' 
•  based  on  the  opinion  ojf  physicians  or  other  experfi^.     These  standaTrds  change  As 
medical  knowledge  advances  and  as  concepts  of  adequate  medical  care,  are  revised. 
The  need,  as  estilnated>^by  experts,  always  exceeds  public  demand  for  medical^ 
services.     *     '  *  "  •       *  . 

The  demand  for  medical  care  relates  t;o  the  actual  usie  of  .setvf ces'.  Demand 

■        ■  '     '  '  ^  *  '  ,•■  \    ■  '  -       ■    .  ■ 

arises  from  a  variety,  of  factors,  particViLarly- thos^  perceived  by  the*  consumer  . 
as  important,  and  i^  backed  up ,by  an  ability  and  \jillingnes«  to  pay  for  health 
servites.  . 

Because  of  the  need  to- estimate  physician  requirements  with  a  reasonable 
degree  of  accuracy,  a  variety  of  methodis  have  been  developed  in  recent  years 
tha^  have  produced  widely  different  estimates  of  demand  for  physicians  and^havet 
identified  different  geographic  areas  as  possibly  underserved.     The  models  most 
generally  applied  to  ^forecast  physician  requirements  include:  •  * 

— approaches  based  on  professionally  defined  .^criteriaj  ,  • 

— methods  based  on  current  utilization  rates  of  healtii  services  by  a 

defined  population  group  with  access  to  comprehensive- health  services. 

If  ■  ' 

as  exemplified  by  group  practice  -  prepaid  health  care  plans; 

— techniques  using  physician/population  ratios;  and  \^ 

.  — -economic  methods',   including  econometric  modeling. 

For*  the  purposjes  of  our  discussion,  ifje  will  emphasize  the  complexity  of 

'attempting  to  estimate  demand,  regardless  of  which  methodological  approach  Is 

chosen,  rather  than  describe  the*  specific  elements  and  problems  associated/" 

with  each  model,  • 

f  %.  '     ■  «  ■      ■  .  . 

Demand  is  determined  by' the  interaction  of  m^ny  variables  which  are  often 

as  difficult  to  measure  as  demand  if  self.     Iij  additipn-  to  the' individual  pref- 
erences  and  socioeconomic  statufe  of  the  consumer,  demanii'  is  a  function  jf  the 
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organization  of  the  medical  care,  the  numbers  and  types  of  available  prac- 
titioners, the  .pricey, of  services,  the  scope  of  health  insurance  benefits  and 

the  Imp^act  of  malpractice*        .  •  . 

'  '     <  ( 

Demand  for'  medical  care  services  cannot  be  easily  separated  from  the 
supply  of  health  manpower  because  of  the  importance  of  the  physicians  in 
determining  demand  fot  care.     Since  physicians  play  a  central  role  ip  generat- 
ing  demand  for  their  own  and  related  health  services  ^nd  are  encouraged  to 
provide  services  by  the  economic  inccentives  of  the  fee  for  sprvice  system, 
th6  medical  care  system  is  capable  of  absorbing  increasing  number  of  physicians 
into  desirable  urban  areas  while,  at^  the  same  time,  making  access  more  difficult 
for  people  in  rural  or  less  attractive  urban  areas. 

The  market  mechanisms  in  medical  care  do  not  function  to  properly  balance 
the  supply  of  physicians  and  other  health  personnel  with  the  demand  for  services* 
In  response  to  this  failure  of  the  market  mechanism  an.  Increasing  number  of  j 
Federal  and  State' policies  to  address. .heal^  manpower  isslies  have  been  developed, 
while  financing  policies  have  remained  unchanged It  is  interesting  that  more 
and  more  attention  has  been  focused  on  the  role  of  the  medical  school  in  meeting 
the,  problems  of  geogriaphic  and  specialty  maldistribution,  when  one  of  the  major 
culprits.  In  our  view,  is  the,^ current  physician  reimbursement  policies  based 
on  usual  and  customary  fees.' 

There  are  three  flaws  in  the  present  system  of  physician  reimbursement 
in  most  private  insurance  programs,  as  well  as  in  Medicare  and  MediCal.  First, 
physician's  who  do  procedures,  whether  these  are  surgical  or  medical,  suc^  as 
gastroscopies  and  electro'^^r-^Mragr^^ ,  are  compensated  at  far  higl?fe|fc  ^ates  than 
physicians  who  devote  their  time  to  basic,  primary  care  services.  Second, 
urban  based  physicians  receive  higher  fees  than  physicians  |n  small  towns 
and  rural  areas  for  identical  services.     Finally,  there  is  no  reasonable  way  ' 


to  control  the  cast  of  physician  services  or  those  services  or  those  services 
directly  controlled  by  the  physician  without  d^ncreasing  regulation.    This  will 
lead  to  more^i  and  more  effort  on  the  part  of  government  to  regulate  both  the 
f«ees  charged  by  physicians  and  the  seirvices  they  render.      •  .  ' 

Accepting  the  structure  and  components  of  the  medical  care  system  as 
static  facilitates  the  estimation  of  dj^mand  for  services  by  allowing  projec- 
tions based  on  thje  current  technology,  the  organization  of  services,  methods 
of  financing  and  patterns  of  utilization.     Such  projections  are  limited, 
howtever,  because  of  rapidly  changing , technology  and  the  dynamics  of  the  system, 
especially  in  this  period  of  increas;Lng  national  concern  regarding  access,  ^ 

cost  and  quality.     The  national  SommitmdUl  to  equitable  access  to  health  care 

'  '  '      J*  ■ 

as  the  right  of  every  citizen  requires  that  estimates  of  demand  be  adjusted  .to 

account  for  current  underutilization  of  ipedical  care  services.     Thd  critical 

issue  in  identifying  jiinderserved  populations  is  the  development  of  criteria 

which.are  sensitive  to  the  complex  array  of  fjactors  which  limit  accessibility 

to  medical  care  services.     Defining  the  area  knd  the  populatJ.on  to  which  such 

criteria  ar6  applied  is  a  second  critical  decision  since  the  types  of  areas 

chosen  (such  as  market,  area  vs.  arbitrary  political  boundaries)  will  yield 

substantially  different  results. 

Even  if  market  areas  of  available  servicels  could  be  defined,  measures 

such  as  the  physician/population  ratio,  when  supplied  to  such  areas,  have  in- 

herent  ^imitations  in  identifying  populations 


to  which  access  to  care  is 

i  ' 

reache|d  on  a  ratio  which 
it  the  population' s  medical  care 
needs.  Moreover,  a  population's  needs  are  a  functioa  of  a  unique  combination 
of  variables  just  as  medical  manpower  "shortagels"  are 


restricted.     First,  a  consensus  has  yet  to  be 

\ 

represents  an  adequate  physician  supply  to  mee 


factors,  including  population  density  and  peic 

■ '  *  ^ 


X20 


a  reflection  of  many 
capita  income. 

"■  .  ■  /  : 


Rural  underserved  areas  vary  greatly  from  one  part  of  the  country  to 

another  in  .  the  deinographic  and  cultural  characteristics,  of  t^  people  living 

♦  •  *   .  ■ 

in  the  ax;ea,  the  extent  of  poverty,  the  importance  of  climatic  factors,  geog-^ 

**  .  'ft- 

raphy,  the  size  of  communities  and  the  local  resources  that  pan  be  brought  to 

-  ■  '  ■  ^  ■■■         ^       '       ■         ■      '  I   ■  ^ 

bear  on  the  problems.     Criteria  originally  developed  to  detect  rural  health 

manpower  deficiencies  often  are  not  appropriate  for  identifying  urban  under- 
served  arenas.     Since  these  areas  are  usually    pockets  within  adequately 
supplied — or  even  dversupplied — urban  areas,  the  criteria  applied  must  account 
for  very  different  factors  than  physician  to  papulation  ratios.     The  factor^ 
which  limit  accessibility  of  inner,  city  populations,  and  thus  cau^e  them  to 
be  identified  as  undersetved,  involve  a  complex  array  of  socioeconomic,  and 

cultura:^  problems  associated*  with  urban  inner  city  life  which  are  often  more 

-.,<'•■  .  ■ 

compelling  than  the  unavailability  of  health  prpf essfonals  and  other,  health 

>• 

care  resources.  ^ 

"a  J    ■  '  ■ 

The  demand  f^r  medical  care  byll  population  and  the  supply  of  health 

manpower  available  to  that  population  are  reflected  in  the  utilization  of 

medical  or  health  services.     Studies  by  Held  and  ^wLnhardt  ^"1:^   have  found 

that,  on  a  national  basis,  the  medical  care  system  tends*  to  respond  to  demand 

in  a  manner  that  offsets  differences  in  the  physician  per  population  ratio. 

(2) 

Earlier  studies*  by  Reinhardt         revealed  some*  of  the  reasons  for  this.  ♦  By 
seeitig  more  patients  per  Hour  and  per  day,,  working  longer  hours  and  employing 
more  paramedicali  personnel,  physidians  in  areas  with    fewer  physicians  in 
relation  to  the  population  compensate'  partially  for  their  fewer  numbers.  By 
these  means  they  may  see  twice  as  many  patients  in  a  year  as  their  suburban 
counterparts.     Patients  in  many  of  these  areas  do  not  wait  any  longer  to  see 
a  physician,  whether  they  are  an  old  or  a  new  patient,  than  do  people  living 
in  areas  well  supplied  by  physicians.     The  hi^^t  fees  charged  in  the  more 


attractive  locations  allow  physicians  to  meet  their  income  aspirations  while 
seeing  fewer  patients  and  working  shorter  hours.    Because  physicians  decide' 
when  their  patients  will  use  various  health  services,  an  oversupply  of*  physi- 
cians  tends  to  generate  an  overutilization  of  other  health  services,  including 
inpatient  hospital  care.     To  date,  there  has  been  no  evidence  of  a  saturation 
point  .in  the  physician  market.  *  ■ 

The  recently  completed  National  Ambulatory  Medical  C^re  Survey  also  Showed 
virtually  uniform  rates  per  person  per  yeatfor  physician  office  visits  across 
the  four  major  census  regions  of  the  United  States'.     One  of  the  questions  that 

canr^  be  answered"  by  this  data,  is  how  well  these  people  are  served.     In  spite 

i  '  .  .  ■  ■ 

i  '    ■  A  '       "  ■ 

of  this,  %he  studies  do  reveal  great  flexibility  on  the  part  of  thfe medical 

care  system  to  respond  to  demdnd  and  they  raise  serious  questions  about  some 

of  the  current  methods  lised  to  estimate  needs  for  physicians. 

2*.  ^   THE  PARTICULAR- FORM  OF  THE  NATIONAL 
HEALTH  INSURANCE  LEGISLATION  ENAtTED 

Many  basic  issues  must  be  faced  in  defining  National  Health  Insurance 
proposals.     There  are  four  of  those  i^^ues  which  will  b^  of  particular  im- 
portance  to  the  determination  of  manpower  policies.     They  are  (1)  the  services 
to  be  covered;   (2)  the  extent  to  which  patients  ghare  in  costs;   (3)  who  is 
eligible  to  be  paid  for  providing  medical. care  services^and  the  mechanisms  by 
which  providers  ate  reimbursed  for  services  provided;  and  (4)  controls  over 
aggregate  expenditures.     We  will  use  three  proposals  to  illustrate  the  re- 
sponses to  those  issues.     They  are  the  Comprehensive  Health  Insurance  Plan 
(CHfP), ,  the  Health  Security  Act  and  the  Long-Ribicof  f  Catastrophic  Health 
Insurance  and  Medical  Assistance  Reform  Plan. 

CHIP  was  the  proposal  favored  by  the  Ford  Administration.     It  would 
require  employers  to  provide  private  health  insurance  with  at  least  minimum 
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levels  of.  comprehensive  coverage  for  employees,  assist  low- income  and  high 
Inedical-risk  populations  to  get  basic  insurance  coverage*,  and  slightly  change 
the  Medicare. program.     The  employee  plan  would  Havfe  a  deductible  of  $150  per 
p6i:son  and  25%  coinsurance,  but  total  cost  sharing  was  limited  to  $1,500 
annually  per  family  or  $1,050  per  individual.     The  assisted  plan  would  have  ,  ' 
^imilar  maximum  cost,  sharing  provisions  but  with  amdunts  reduced  according  to 
^individual  or  family  income.     Medicare  co-payments  were  slightly  lower  than 
thoise  for  the  employee  plan  witH  an  adjustment*  for  the  low  income  aged. 

Coverage  "under  CHIP  was  comprehensive  including  inpatient  and, outpatient 
hospital  car^,  up  to  100  days  per  year  in  a  skilled  nursingsf acility ,  physician 
services  (excluding  preventive  care  for  adults),  dental  care  for  children >under 
13.  years,  eyeglasses,  hearing  aids,  eye  and  ear' examinations  for  children  under 
thirteen,  home  health  care  up 'to  100  visits  per  year,  regulated  fertility 
related  servicBs,  and  limited  mental  health  services.-  Standards  for  providers 
would  be  similar  to  those  under  Medicare  with  provisions  made  for  expanded 
.participation  of  optometrists *and  dentists  and  establishment  of  standards  for 
physician  extenders.     Reimbursement  rates  would  be  established  by  th^  states 
according  to^Federal  procedures  and  critieria  and  the  option  to  enroll  in  pre-  * 
paid  practice  plans  would  be  encouraged.     No  specific  reference  is  made  to 
aggregate  expenditure  control  In  the  legislation  but  the  approach  taken  is  one 
of  dependence  of  cost  sharing  requirements  for  employers,  employees,  states 
and  the  Federal  government  to  limit  those  expenditures.  .  » 

.   The  Health  Security  Plan  has  been  particularly  associated  with  Senator 
Kennedy  and  Representative  Corman  and  supported  by  the  AFL-CIO.     There  would 
be        co-payments  for  covered  service  which  would  be  extensive.     They  would 
include  hospital  services,  skilled  nursing  facilities  up  to  120  days  per  year,, 
physician  services  including  physical  check-ups,  dentists  for  children  under  age 

S  ^ .        •  * 
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fifteen  with  specified  plans  for  extension  to  age  25  and  event-ually  the  entire 
popullation,  fertility^  related  services,  home  health  services^,  regulated  opto- 
^IWn^trlsts  services  and  eyeglasses,  limited  prescription  drugs  and  mental 
health  services*  t      *' . 

•  J         .      ■     ■  ■■ 

Standards  for  providers  would  be  the  same  as  under  Medicare,  but  with 
additional  requirements.     Physicians  would  have  to  meet  national  standards, 
and  major  surgery  could  be  performed  only  be  qualified  specialists.  Physi- 
clans  and  other  providers  could  receive  re^Lmbursemerit  by  fee-f or-service 
based  on  a  fee  schedule,  per  capita  payment  for  persons  enrolled,  and  £ull- 
or  part-time  salaries.      Health  maintenance  organization  and  medical^  society 
foundations  would  be  encouraged.     A  national  budget  would  be  established 

whose  growth  would  be  related  tq  changes  in  the  Consunver  Price  Index,  pop- 

...»  -  - 

ulation»  arid  the  number  and  capacity  of  providers- 

/-  *  .  ■  ^ 

The  LohR-Ribicof f  Catastrophic  Health  Insurance  and  Medical  Assistance 
Reform  Plan  is  a  two  part  program.     The  first  part  has  the  same  types  of 
benefits  as  Medicare,  but  payable  only  vhen  expenses  reached  specified  cata- 
strophic proportiooe.     For  example  hospital  coverage  would  begin  after  60  days 
of  care  <rith  a  $21  per  day  co-payment.  Personal  services  would  be  payable  ^fter 
a  family  had  incurr*ed  $2,000  in  medical  expenses  in  a  year  and  include  a  20% 
coinsurance.     The  total  coinsurance  would  be  limited, to  $1,000  annually  per 
person.     The  Medical  Assistance  plan%would  apply  to  families  with  income 
^)[>elow  specified  amounts,  which  vary  by  family  size,  regardlessr  of  age  or 
employment  status  of  head-     Those  persons  now  eligible  for  Medicaid  would 
^automatically  be  covered  and  the  plan  would  also  cover  families  with  incomes 
^  above  the  specified  limits  under  a  "spend-down"  provision  /hat  would  take  into 
account  both  family  income  and  medical  expenses.   '      ;  * 


.  '28 


—  Other  provisions  are  basically  the  same  as  under  Medicare.    However  an 

effort  would  be  made "to  encourage  the  improyement  of  private  health  insurance 

plans.  .  .    ^  , 

3.    ^THE  RESPQNglVENESS  OF  ItEAL  CQj^SUMER  DEMAND 
TO  CHANGES  IN  FINANCING  MECHANISMS 

Projecting  demand  for  physician  services  under  alternative  National  Health 
Insurance  schemes  requires  cfetermination  of  how  utilization  will  be  altered  by 

..currently  active  consumers  and  increased  for  underutilizers  of  services. 

*    '  I"   .  • 

"^Among  the  mosrt  important  factors  influencing  the  change  in  demand  for  physi- 
cians'  services  are: 


— the  proportion  of  the  population  covered  by  l^^urance  and  government 
programs; 


, — the  scope  of  services  covered  by  insurance  and  government  programs; 
— the  exfent  to  which  coinsurance  and  deductibles  ar^  utilized  to  con- 
strain demand; 

n 

—  the  response  of  consumers  to  the  change  in  praice  jior  a  giveiihealth 
..''care  service.  \\  ' 

A  f irs.jt  ♦step  in  determining  the  impact  of  a  National  ^Health  Insurance 
scheme  is  identification  of  tKe  proportion  of'  the  populajtion  already  covered 
under  government  programs  and  private  insurance,  the  scocje  of  coverage  and 
th6  out-of-pocket  expenditures  by  individuals.     The  Social  Security  Adminis- 
tration estimated  that  76%  of  the  United  States  civiliajn  population  were 
covered  for  hospital  care' under  private  insurance  plana  at  the  end  of  1973, 
75%  were  covered  for  ^urgical  services  and  in-hoapital  physician  visits,  34% 
for  physician  office  and  home  visits,  10%  for  dental  c^r^,  ancf  6%  for  pre- 

scription  drugs.        Private  health  insurance  accounted  for  35%  of  hospital 

\  '         "  . 

care  payments  and  37%  of  payments  for  hospital  services  and  24%  of. the 


f  ^ 


i 
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payments  for  physician  services. /"^^    They  also  estimated  that  10%  of  hospital 

care  payments,  39%  of  paymen^  for  physician  services,  86%  of  payments  for 

dental  services  and  for  drugs  and  drug  sundries  came  directly  from  the  patient 

ih  fiscal  year  1974.     Government  paid  for  38%  of  expenditures  for  hospital  care 

24%  for  physician  services,  and, 8%  of  expenditures  oiT^ugs  and  drug  sundries. 

Medicare  and  Medicaid  e^h  provided  about  30%  of  public  expenditures. 

An  expanded  Federal  role  in  financing  medical  care  will  have  difiemtial 

effects  on  different  seryices  and  in  different  geographical  areas.  iU^though 

a  smaller  ^oportion  of  Californians  under  age  65  seeiaed  to  be  covered  by 

private  health  insurance  in  1973  than  persons  in  the  United  States  as\  whole. 

(Table  III^l)    The  impact  of  National  Health  Insuranc^  "may  be  less  than  in  othe 

areas  because  ^  the  s'cope  of  the  MediCal  program^ 

<     \        \  TABJ.E  III-l  ' 

Health  Insurance  Coverage  in  California  and  the  United  States,  1973 

Type  ,of  Coverage  *  Percent  of  Persons  Under  A^e  65 

California         >   ^  United  States  ' 

Hospital  ^      88.2  90fi>3 


Surgical  '  .    '     '  76.4  .  84.6 

Regular  Medical  ^  71.7  75. 9( 

Major  Medical  48.3  ,  .  43.1 


Source;     Bureau  of  Research  and  Planning,  California  Medical 

Association,  Socioeconomic  Report  (August/September  1975) 


•However,  the  Medicaid  program  in  t^alifomla  has  wider  coverage  and 
gre^L^er  benefits  than  programs  in  most  other •  states.     In  1970,  the  ratio  of 
Medltjaid -recipients  under"  age  21  to  poor  children  was  0.55  for  the  Un'lted 
States  and  1.33  for  California.  -  Medicaid  payments  per  poor  child  were  $69  for 
the  United.  States  and  ^168  for  California.  Simila'rlyHtie  ratio  of  recipients, 
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age  21^64,  to  poor  adults  was  0.61  and  1.73  for  the  United  States  and  Call- 
fomia,  respectively,  while  payments  per^poor  adult  was  $250  for  the  Onitefl 
States  and v^672  in  California.  Not  only  is  medical  coverage  more  Aiompre- 

hensive  than  in  most  other  states,  Calif ornians  spend  more  money  out-of-pocket 
for  medical  care  than  do  residents  of  most  other  states.     Acccjrding  to  estimates 
of  the  Social  Security  Administration,  ^^ut  25%  more  per  capita  was  spent  on 
personal  health  ca^e  expenditures  for  Californians  in  fiscal  year  1969  than 
the  per  capita  expenditures  for  the  entire  Uni^^d  States  population.  Out-of- 
pocket  payments  were  about  $135  per  capita  for  California,   ($102  per  capita 
for  the  Uni^ted -St'ates ,  ^  and  falling  as  low  as  $55  per  capita  for  Mississippi.  ^ 

,The  exact  number  of  persons  in  California  not  covered  by  private  insurance 
who  fail  to  satisfy  eligibility  criteria  for  government  prbgrams  is  unknown. 
They  woulcl  be  the  temporarily  unemployed,  farmers,  small  businessmen,  B.nde- 
pendent  pto^^^sional^^  and  low  paid  empldyees  or  independent  workers,  whose? 
only  option  is  to  purchase  an  expensive  individual  health  insurance  policy, 
and  women  who  are  not  wage  earners  but  have  principal  ipesponsibility  for 
caring  for  their  families.     While  an  expanded  national  program  would  introduce 
hospitalization  coverage  for  these  persons,  a  greater  potential  for  improved 
coverage  of  the  entire  population  exists  for  surgical  services  and  pthet 
hospital  l^^ed  phy3ician  services.     Furthermore,  the  greatest  room  for  expan- 

i    '  /  ■  ^  ■        ^  .        '  *  «^ 

sion  exist'^'for  the  coverage  of  ambulatory  physician  care  and  specialized 
services  such  as  dental  care,  prescription  drugs,  optometric  services,  and. 
mental  health  services.  •  » 

Given,  the  degree  to  which  coverage  is  expanded  and  improved,  the  increase 
in  demand  will  depend  on  the  extent  to  which  users  of  health  care  desire  to  ^ 
increase  their  qtllization  when  provided* with  reductions  in  the  out-of-pocket 
payments  they  must  make  for  that  use.     It  is  possible  that  the  desired  increase 
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iti  ambulatory  services  will  not  occur  because  of  inadequate  supply.     This  could 
lend  to  rationing  through  a  variety  of  mechanisms  such  as  delays  in  appoint- 
ments, longer  waits  in  physicians  offices,  a  reduction  in  the  time  spent  with 
the  patient,  reducing  the'  revisit  rate,  and/or  handling  more  cases  over  the 
telephone  or  by  hospitalization.     The  degree  to.  which  these 'njechanisms  will 
be  called  into  play  in  California  is  unknown-     In  economic  terms,  the  response 
•depends  on  the  elasticity  of  demand  with  respect  to  price. -   That  i?,  an  elfls- 
ticity  of  -.50  indicates  that  a  50%  reduction  in  price  would  lead  to  a  desired 
increase  of  25%  in  the  utilization  of  services.    Without  going  into  details 
at  this  time,  it  is  enough  to  say  that  there  is  ccJnsiderable  disagreement 
among  analysts  as  to  the  probable  elasticities.    Kimbell  and  Yett  have  re- 
cently prepared  an  extensive  review  of  the  empirical  estimates. There  appear 
to  be  variations  in  the  responsiveness  for  different  categories  of  health  care 
services,  and  between  different  poijulation  subjgroups  because  of  socioeconomic 
factors.     For  certain  types  of  care,  such  as  hospitalization,  physicians  are 
the  primary  decision  makers  with  respect  to  the  quant^ity  used.     In  other  areas, 
such  as^'^dental  care,   the"  patient  plays  the  primary  tole  and  is  more  sensitive 
to  direct  costs.  *  .  i 

A  recent  study  by  Newhouse,  Phe^.ps  and  Schwartz  has  provided  estimates 
of  the  impact  of  some  general  National  Hfealth  Insurance  plans  on  the  demand 
for  services.^  '    We  will  summarize  their  finding: 

1.    A  full  coverage  plan  for  hospital  inpatient"  services  would  expand  . 
^   demand  by iapproximately  5%. to  15%.     The  anticipated  change^  in  demand 

r 

for  inpatient  services  from  a  25%  coinsurance  plan  would  be  between  *^ 
0%  and  8%.     Inclusion  of  a  ^mall  deductible  ($50  or  $100  per  year) 
would  c^use  an  increase  in  demand  for  hospital  services  little  dif- 


ferent  "from  that 


pf  full  coverage. 
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2.     Fbr  ambulatory  physician  services,  it  is  conservatively  estimated 
that  a  full-coverage  pl^n  would  increase  demand  by  75%  and  that  a  25% 
maximum  coinsurance  plan  would  increase  demand  by  30%.    A  quite  small  ^ 
deductible  (such  as  less  that  $50  per  person  per  year)  would  not  likely  ^^^^^^^^^ 
have  an  effect  on  demand  different  from  a  full-coverage  program.^ 
However,  a  somewhat  larger  (but  still  relatively  small)  deductible,  is 

likely  to  influence  demand  markedly.     Unfortunately,  the  exact  size  of 

T       '  ^  ■  ■ '  ■  *  ■  ■■■ 

the  deductihle  which  would  begin  to  have  a^marked  effect  could  not 

.  r 

be  s{)ecified. 

Recently  HEW  estimated  a  short-run  increased  demand  for  outpatjient  ser- 
vices under  National  Health  Insurance  of  25%.^"*"^^     lA  addition,  HEW  has  made    ^    '  ^ 


estimates  of  the  overall  increase  in  heaAh  care' expenditures  which  could  be  . 
expected  in  1975  from  the  enactment  of  specified  National  Health  Insurance 
proposals. '^'^'^^    With  no  National  Health  Insurance  plan,  expenditures  were  / 
projected  to  be  $103  billion.     xHe  Administration  plan,  CHIP,  was  estimated' 
to  l-ead  to  a  6.3%  increase  of  expenditures  to  $109.5  billion,  the  Health 
Security  Act  was  estimated  to  induce  a  13%  increase  of  expenditures^  to  $116 
billion,  and  Long-Ribicof f  was  estimated  to  lead  to  a  4.3%  increase  to  $107.4 
billion.  . 

In  Canada,  the  effect  of  comprehensive  coverage  of  pihysicians'  services 
has  not  been  pronounced.     In  Quebec,  for  example,,  the  introduction  of  uniform 
compulsory  health  insurance  for  physicians'  services  increased  demand  by  only 
7%  between  1971  and  1972.     The  extreme  variation  in  these  fiindings  makes  it 
difficult,  at  best,  to  r'each  agreement  of  how  a  National  Health  Insurance 
scheme  will  influence  demand.  - 
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4,     THE  CAPACITY  OF  PHYSICIANS  TO  RESPOND  TO  ^ 
AN  INCREASED  DEMAND  FOR  THEIR  SERVICES 

Although  we  cannot! currently  project  with  certainty  the  magnitude  of 
change  in  demand  for  services  under  National  Health  Insurance,  it  is  likely 
that  such  a  program  will  further  increase  demand  for  services.    Whether  this 
increase  in  demand  mu9t  be  translated  into  a^ need  for  additional  physicians 
depends  in  part  on  the  size  of  the  already  projected  su^iply  and  in  part  on 
the  ability  of  physicians -and  other -health  care  personnel  to  expand  services. 
The  nationwide  increase  in  medical  school  enrollments  since  1970  has  not  yet 
had  an  impact  on  the  total  system  or  office  based  medical  care  because  of  the 
length  of  the  training  process.  ► 

The  potential  impact  of  these  enrollment  increases  is  evident  in  the 
HEW  projections  of  future  physician  supply.     In  1970,  there  were  263,200 
graduates  of  U.S.  medical  and  osteopathic  schools  classified  as  active. physi- 
cians.    This  number  increased  to  an  estimated  2,91,500  in  1975  and  HEW  projects 
increases  to  314,^800  in  1980  and  429,800  in  1990.     The  active  physiqian  to 
population  ratio  increased  from  129.2  physicians  per  100,000  population  in 
^1970,  to  an  estimated  135.7  in  1975  and  it  is  expected  to  increase  to  147.5 
in  1980  and  171.5  physicians  per  100,000  population  in  1990.     If  the  present 
rates  of  Foreign  Medical  Graduate  (FMG)  immigration  continue  the  number  of 
active  physicians,  including  U.S.  and  foreign  medical  graduates,  will  rise 
from  323,200  in  1970  to  446,800  in  1980  and  59ijjr800  in  1990.     The  physician 
to  population  ratios  would  rise  from  1158. 6  physicians  per  100,000  populdlh^on 
in' 1970  to  196.9  in  198.0  and  236.9  in  1990.     Under  the  assumption  that 
California  wdTild  maintain  its  present  proportion  of  the  national  physician, 
supply,  its  total  active  p'hysician  to  population  ratio  would  Increase  from 
194  in  1970  to  250  in  1990.  ^  '  , 


The  total  number  of  primary  care' physicians' including  general  and  family 

practitioners,  internists* and  pediatricians  is  projected  by  HEW  to  iAcrease 

from  118,640  in  1970,  to  157,550  In  1980  and'203,850  in  1990.     The  ratio  of'.  . 

those  physicians  to  population  will  rise  from  58.1  per  100,000  in  1970  to  67.1 

per  100,000  in  1980  to  76.6  per  100,000  In  1990.^"''^^ 

Again ^assuming  that  California  nkintains  its  same  proportion  of  those 

physicians,  the  primary  care  physician  to  populati^  ratio  in  the  Statje  would 
move  from  75  per  100,000  population  In. 1970  to  90  per  100,000  population  in 
.  1990. -  *      ,       "       ;  i  '  ' 

In  addition  to  the  increased  number  of  primary  6are  physicians  several^ 

-other  factors  must  be  considered  dn  relation  ta' the  ability  of  the  State  to 

''    f  —  ■     .  .  ♦ ' 

respond  to  the. increased  demand  for  health  care  services  that  will  follow 

enactment  of**  a  National  Health  Insurance  plan. 

First,  recent jtudies  indicate  that  there  may  be  considerable  flexibility 
In  the  number-  of  patient  visits  handled,  by  a  physician.     The  AMA  Per±odi<::, 
Survey  of  Physicians  for  1973  showed  a  range  in  the  average  number  of  total' 
'-patient  visits  per  week  for  all  specialties  surveyed  from  113  in  the  Middle 
AtFantic  Census  Division  to  183  in  the  East  South  Central  Census  Division, 
with  a  national  kverage  of  138  visits. ^^^^     Reinhardt  and  Held  have  concluded" 
from  their  preliminary  analysis  of  a  nationwide  survey  that  there  is  a  remark- 
able degree  of  flexibility  in' the  link  between  health  service  utilization  and 
health  manpower  requirement  and  that  interregional  differences  in  physician 
productivity  appear  to  be  systematically  .related  to  dif f erences *in  health 
maniJower  endovnnents.^-'-^^     The  variance  in  office  visits  provided  by  physi- 
cians  can  be  related  to  the  number  of  other,  personnel  aiding  them,   the  time 
spent  with  each  patient,  and  the  orgahizational  forms  -  solo' or  i^roup  in 
which  they  practice.     However,  we  do  not  have  any  evaluation  of  how  the  complex 
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interface  between  those  factora  impacts  on  the  quality  of  care  provided.' 

.   The  AMA  survey^also  indicate^  that,  nationwide,  general  practitioners 
averaged  190  total  patient  visits  per  week  and  internists  averaged  127  visits 
per- week.     The  average  number  o^  of f ice  visits  was  also  far  higher  for  the 

j  ,  ;  ■ 

general  practitioners,  averaging  145.5  per  week  compared  to  the  internists 

79.4  office  visits  per  week.  ^  /""  Although  the,  recept  National  Ambulatory 

Medical  Care  Survey  revealed  a'  ^ower  number  of  office  yisits*per  week  to  gen-' 

eral  practitioners ,  they  spill  averaged  118  office  visits  pfer  week  wh^.^^  «  ^ 

^'  \   )  -  ■    '     ■   .        ■  .    ■  .  .  ^ 

internists  averaged  82  office  visits  per  wfeek.  ^^^^  ;  The  »evaluatioa-ef  .the 

State  s  ability  to  meet  the  increased  demand  for  care,  particularly  office  ' 

based  dr  ambulatory  car4,^  that  will  follow  th6  enactment  o%  Nati^n^l  rie^lth 

Insurance  must  take  account  of  these  marked  d.if f er^ncM^n  patient  visits  per^ 


week,  '  '   '  *         ,  .  V 

*  4. 

5^    .THE  INFLUENCE  OF  SUPPLY 'CHARACTERISTICS  ON  THE!  '  /  ' 

AVAILABILITY  AND  THE  UTILIZATION  OF  SERVICES  ' 

» ,  '    '     '<     ~-     ^  '.  ~ —  \  '  _  - 

As  the  financial  barriers  to  utilization  are  eliminated,  the  lotation, 
mix  and  practice  patterns'  of  the  providers  o'l  care  will  play  an  increasingly 
important  role  in  the  determination  of  who  teceives  medical  care  services  and 
the  tyae- of- services  provided.     Both  the  equity  and  effectiveness  of.  a  ndt±onal 
financing  program  will  be  affected  by  those  Aspects  of  the  supply  of  providers/ 

Our  experiende  with  Medicare  has  provided  adequate  evidence  of  the  Impact 

of  the  availability  of  services  on. utilization.     Karen  Davis  has  pointed  out 

•  ^     .      ,.  ^   .  .  ... 

that,  .  •  « 

Despite  the  national  uniformity  policy  of  the  Medicare 
^     program,  there  are  substantial  variations  In  benefits 
by  location.     Elderly  people  in  the  West,  fpr  example  ' 
receive  45%  more  in  Medicare  payments  per  person  enrolled 


than  thex elderly  in  the  South.    About  one- fourth  of 
this  difference' is  accounted  for  by  regional  m^dicalyi 
price  differences,  while  the  rest  reflects  the  lower 
utilization  of  medical  servites  by  the  elderly  In  " 
areas  with  few  medickl  resources  per  capita.  Urban- 

ryral  differences  are  similar.     Those  eligible  for ^ 

''  '         •  . 

Medicare  benefite  in  non-^to^.trofoli tan  counties  rer 
ceived  $^280  per  per  person  in  1971,  compared  with 
$395  for  those  in  metropolitan  counties. ^^^^  '\ 
The  availability  rff  primary  care  physicians  and  other  primary  car^  pro- 
viders such  as  nurse  practitioners  is  the  key  to  access  to  health  care  land  it 
is  the  foundation  on.  which  any  program  of  National  Health  Insurance  wilil  ulti- 
mately  stand  or  fall.     Any  attempt  to  deterjaine  the  existing  number  of  t)rimary 
care  physicians  or  to  proj^ijct  future  physician  supply  and  requirements  Is  com- 
, licated  by  the  f  act  that  most  physicians  in  private  practice  are  providipg  some 
primary  care  services.*    The  recent  National  Ambulatory  Medical  Car^  Survey 
revealed  that  40.4%  of  all  office  visits  were  made  to  general  practitioners, 

26.  3%  to  medical  specialists,  28. 5%  to  surgical  specialisfts—a^d  yi. 9%  to  all  V 

. *v  (18)  •  '     *-  * 

other  fitpecialists.  As  recently  as  1969,  almost  60%  of  physicians  visits 

other  than  those  to  hospital  inpatients  were  to  general  practitioners  and  less 

than  20%  were  to  internists,  pediatricians  and  other  medical  specialists. 

Although  the  increased  demand  for  specialists  accounts  for  part  oi  thiu^xii^p^ace 

""^nt  of  general  practitioners  by  specialists,  in  some  areas  it  is  also  related 

to  the  relative  scarcity  of  primary  care  physicians,  particularly  general  and" 

family  practitioners.     These  areas  may  have  a  relative  oversupply* of  surgeons 

and  other  non-primary  , care  specialists  who  of ten  provide  some  primary  c^re 

services.  j 


side 


A  survey  published  by  Medical  Economics  of  physicians  In  ten  specialties 
revelled' tha[t  three-f If  th.s  of  those, surveyed  were  doiiig  sbme  procedures  out- 
of  theillr  field.     Seventy-five  percent  of  the  specialists  In  rural  areas 


werelprovldlng  primary  care,   perhaps  the  modt  Interesting  finding  of  the 

,  .      ■  /..   ■ .  •     ,  .        1    "  \  P  '  ' 

surviiy.  were  th^ reasons  why  certain  groups  of  specialists  chose  to  provide 
primary  car^.  ;  While  sdme  ^jhysicians  felt  it  was  essential  to  maintain^  their 
^  ability  and  stature        "complete"  physicians,  others* were  motivated  more' by 
economic  fa^^tors.     Young  specialists- who  are  not\yet  fully  establj^shed  supple- 

ment  their  practices  with  primary  care.     Older  speciaJista  who  are  phasing 

'  '       •  .:  \  \  '..        •  . 

down  their 'practices  substitute  primary  care  for  some  mori  demanding  procedures. 

Physicians  in  oversupplled  specialties  often  expan^  the  pi^lmary  care  comppnent 

of  their  practices,    ^aced  with  the  "ph^eat  of  malpractice,  some  specialists  . 

prefer  proyiding  primary  care  to  performing  high  rllsk  procecTures.  ^"^^^ 

Although  these  specialists  may  be  meeting  some  prlmaty  care  needs^  this 

.->'.■'...  .    :   .  •  '       ■         ■    •  ,     •  ■  '  ' 

informal  system  of  primary  vx:are  should^apt  be  perpetuated.     The  focus^of 

specialty  training  is  inappropriate  for  primary  care;  ,  and  primary  jQfif/e^fey 

specialists  raises  "the  cost  of  services  to  the  consumer-.  ^■ 

Specialization  complicates  the 'problem  of  geographic  maldistribution 

because  spfeolallsts  and  gubspecialists  ter^d' to  settle  in  areas  of  large  jSopu- 

latlon  concentrations.     This  tendency  is  reasonable,  since  these  physicians? 

>      '  '  i  ^  '  ■\. 

need  to  serve  a  ,cGmsiderably  larger  pop>alatlon  than  that  of  the  primary  care 

*'      ,-*'  '■ 
physicians  if  their  services  are  to  b^ utilized  effectively.     It  has  been 

observed  in  st^dles^of  both  geographic  "and  specialty ^maldistribution  that 

communities  seeking  physicians  are  often  seeking  a  primary  care  physician  while 

physicians  seeking  practice  locations  are  usually  s\)eclaj.lsts. 

;f  '         To- retain  access,  to  sophisticated  services  and  consultant  opportunltes , 

specialists  are  attracted  to  ^eas  near  medical  -schools,  teaching  hospitals 


I 


-  «  . 
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,      .tablej:ii-2  ^ 
urban  -  rural  difference^  in  pinsician  si 


Active  Non-federal  M.p.'s  /10(J7(^00  Population 
0        ,  50         .         100        \         .  t50 


PLY 


200 


Source;    PHEW,  Health  Manpower  Sourtebook.  Section  18.  Manpower  in  the  1960*8. 

Washington:    U.S.  -Government  Printing  Office,  1964.  , 

'  TABLE  III-  3  ' 

NUMBER  AND  RATIO /POPULATION  OF  "AGTIVE  NON-FEDERAL  PHYSICIANS  BY  GEOGRAPHIC  AREA 
AND  MED|CAL  SPECIALTY  (PREDOMINATELY  PRIMARY  CARE) ,  CALIFORNIA,  July  1969 


f\  ■ 
Specialty 


Greater 
No.    I  Ratio 


Lesser 


No. 


Ratio 


_Adj^acent_ 


No.  Ratio 


Isolated 
Semirural 
NoTTRatio 


Isolated 

 Rural__ 

No . jRat io 


♦Internal  Medicine 
♦♦Pediatrics 

General  Practice 
Total  Primary  Care 


Total  All  Phvs. 

Hri.  Care  Z  of 
Total 

Gen.  Practice  X 
of  Total 


3666 
1402 
4641 
9709 
21977 

44.2 
21 


31.6 
12.1 
40.0 
83.7 
189.4 


127? 

575 
2231 
4085 
9171 

44.5 

24 


19.7 
8.9 
34.4 
63.^ 
. 141.3 


r 


133 
55 

640 
'  828 
1466 

56.4 

44 


10.0 
4.1 
48.0 
6Z.1 
109.9 


40 
8 

263 
311 
561 

55.4 

47 


8.0 
1.6 
52.6 
62.2 
112.2 


15 


17 


66.7 
66.7 
75.6 

88 

88 


*  also  Pulmonary  Disease,  Gastroenterology; /Allergy,  Cardiovascular  Disease 
**  also  Pediatric  Allergy,  Pediatric  Cardiology 

Source:    CMA,  Characteristics  &  Distribution  of  Physicians  in  California.  Feb.  1969 
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or  large,  well  equipped  and  well  staffed  community  hospitals^.    General  practi- 
tioncrs  and  family  practitioners /are  more  attracted  to* towns  of  1,000  to  10,000 
population  than  are  internists,  pediatricians^  or  other  physicians  providing 
primary  cares  services.  ^^''^     The  tendency  for  general  practitioners  to  have 

■   ;  .   ■  ■     ■■  ■     {  ■    .  . 

a  relatively  heavier  distribution  in  areas  with  smaller  populations  had  long  ' 

i  ■  '  ■  '         '  ■ 

existed.     The  patterns  of  the  1950s  and  even  earlier  peribds  are  still  evident 
in  the  1970s.  •  ^ 

Data  on  physician  location  by  specialty  in  Calif oi:rnia  in  1969  tends  to 
confirm  earlier  national  data  that  general  practitioners  are  more  evenly  dis- 
tributed  between  urban  and  rural  areas,  while  internists  and  pediatricians 
prefer  to    settle  in  greater  metropolitan  areas.     (Tables  III-2  and  II1-3) 

We  cannot  leave  the  issue  of  specialty  choice  ^d  geographic  location 
without  mentioning  third  party  reimbursement.     Problems  of  specialty  distribu- 
tion will  require  changes  in  reimbursement  policieys  fot  primary  care.  Physi- 
cians who  select' sjiecialty- practice  are  currently  rewarded  by  the  structure 
of .  health  insurance  payment  schemes.     Much  of  the  service  provided  by  primary 
care  practitioners  is  not  reimbursed  through  insurance  coverage.     Mocy.f ication 
of  Federal  and  State  payment  mechanisms  to  reimburse  ambulatory  care  servii:es  ^ 
at  an  equivalent  level  with  specialty  care  would  equalize  the  financial  in- 
centives for  entering  primary  and  specialty  care  and  thus  have  a  major  impact 
on  elevating  the  status  of  primary  care  among  medical  school  graduates.  In 
ad4ition,  the  training  of  primary  care  physioians  would  be  greatly  facilitated 
if  medical  schools  and  their  affiliated  teaching  institutions  could  receive 
full  reimbursement  for  the  cost  of  the  primary  care  services  provided  in  their 
ambulatory  facilities.     Currently,  the  tesident  in  specialty  training  .can  help 
pay  his  way  through  providing  reimbursable  specialty  services  to  patients  who 
are  hospitalized.     If  the  same  were  true  of  the  primary  care  resident  providing 
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ambulatory  care  the  reluctance  of  schoo£B  to  train  these  physicians  would  be 

. ■   •  •    '  •   •  ■  *.  ■  t      '  .■  '  '  . 

reduced* 

■  ■     1.  .  ■  ■    ■  ■    .     ^  ■         •  ■  . 

The  great  Increase       Internists  and  pediatricians  projected  for  the 
-iuture  hy  DHEW  suggests  that  group  practices  may  begin  to  Increase  rapidly  In 
number  and  size.  ^  General  practitioners  tend  toward  solo  practice  and  are  more 
willing  to  settle  In  small  communities  while  internists  often  prefer  group 
practice  arrangements  and  location  In  metropolitan  areas  with  larger  popu- 
latlon  bases  and  proximity  to  medical  education  institutions.     The  Impact  erf 
the  substantial  Increase  in  the  ntunber  of  internists  whose  practice  patterns 
differ  significantly  from  general  practitioners  must  be  reccjgnized  in  planning 

for  primary  care  physicians  in  areas  which  are  currently  underserved  or  served 

■         ■    •     ■,  "  ■  L 

by  general  practitioners.     The  growth  in  group  practice  would  provide  the 

opportunity  for  the  effective  utilization  of  nurse  practitioners  and  for  physi- 
cians' assistants  in-  primary  care.     Nurse  practitioners  might  practice  in  rural 
areas  that  might  not  attract  a  physician  if  they  were  suppo         by  and  associ- 
ated with  primary  care  ►physicians  in  nearby  communities.     Th^s  pattern  already, 
exists  ^f or  t)Oth  solo  practitioners  and  group  practice,  but  the  latter  arrange- 
..ment  perhaps  provides  a  greater  potential  to  rapidly  expand  the  effective  use  - 

■  '■•  ■     ■  '  ■  ■  '    ■     ~  '  ■        '  \   '    ■  ■ 

of  nurse  physician  extenders.  .  A* 

In  areas  which  will  probably  experience  a  deficit  in  .capacity  after  Im- 
' .  «... 
plejnent^tlon  of  National  Health ^Insurance,  it  is  especially  Important  to  have 

'  ■■  .  , 

more  primary  care  providers  -  whether  physicians,  nurse  practitioners  or 

v  ■ 

physicians'  assistant.     National  Health  Service  Corps  physicians  and  nurses 
will  help  to  meet  this  need  in  some  areas.     More  Important,  however,  will  be 
the  development  of  more  permanent,  local  institutions  that  can  meet  .the  needs 
on  a  continuing  basis.     The  use  of  nurse  practitioners  and  physician  assistants 
in  association  with  pirlmary  care  physicians  can  be  an  Important  mechanism  to 
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meet  this  heed.  ^      -  5 

6*         PROJECTIONS  OF  THE  UTILIZATION  OF  PHYSICIANS  SERVICES  \     '  ' 

"  AND  THE  CAPACITY  QF  PHYSICIANS  TO  PROVIDE  SERVICE 

We  have  made  some    rough  erstimates  of  the  increases  in  utilization  that 
might  be  induced  by  National  Health  Insurance  and  of  the  capacity  of  physi- 
cians  to  meet  those  demands.     It  is  understandable  that  policy  makers  desire 
relatively  precise  estimates  of  physician  manpower  needs  in  prder  to  make 
decisions  with  regard  to  the  level  of  public  support  of  medical  education. 
However,  the  many  assumptions  required  to  project  health  manpower  needs, 
the  substantial  potential  for  error  in  the  measurement  of  relevant  variables, 
and  the  need  to  simplify  a  complex  system  into  a  workable  model  make  precise" 
projections  impossible.  '  ' 

We  believe  that  a  detailed  presentation  of  the  methodology  we  have  used 
to  make  xough  estimates  of  the  increases  in  utilization  that  might  be  induced 
in  California  by  ^lational  Health  Insurance  and  of  the  capacity  o^  physicians 
to  meet  those  demands  will  make  clear  the  potential  for  ertor  in  such  pro- 
jections. The  sensitivity  of  the  projections  to  various  assiunptions  will  be 
indicated  in  our  discussion.  Given  "Ais  critical  presentation,  we  hope  that 
the  numbers  we  ultimately  produce  can  provide  a  usef uK^perspective  for  public 
policy  action. 

Six  categories  of  assumptions  ^re  required  in  order  to  estimate  the 
number  of  physicians  neeided  to  meet  the  utilizatiS^T  patterns  expected  in  the 
future.     They  are:  * 

1.     The  total  population  and  its  age  distribution.  ^  ' 

/2.     The  current  utilization  of  physician  services  (expressed  in  terms 

of  oj/fice  visits),  in  the,  aggregate  and  by  specialty.- 


general  internists,  pediatricians,  family  and  general,  practitioners 
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TABLE  III-4 

ANNUAL  RATE  OF  OFFICE  VISITS  BY  PATIENT  AGE,  BY  REGION 
UNITED  STATES,  May  1973-Aprll  1974  f 


Geographic  Region 


All 
ages 


Age 


Under  15 
years 


15-24 
/ears 


25-44  - 
years 


45-§4 
years 


65  years 
and  older 


Number  of  Visits  per  Person  per  Year 


Region 

Northeast  

North  Centr*al 

South—  

West — ™ — 


3.1 

3.1 
3.0 
3.1 
3.2 


2.3 

2.4 
2.2 
2.4 
1.9 


2.6 

2.8 
2.6 
2.6 
2.6 


3.2  3.8 

3.3  ^  3.6 
3.p'  3.6 
3.2^  '\  :  3.8 
3.3  4.2 


4.9 

4.3 
4.9 
4.8 
6.2 


Source:    "Preliminary  Data  from  the  National  Ambulatory  Care It^vey," 


Unedited  Draft,  (July  15,  1975) 


3.  The  change  in  demand  for  physiciaiv  services  that  would  be  Brought 
about 'by  National. Health  Insurance. 

4.  The  number  of  physicians  in  the  futvir«  and  their  distribution  among 

specialties.  '       '  ^ 

*  ,        ■         ■       ""^  ■ 

5.  The  annual  number ^of  patient  visits  by .specialty. 

'6.    The  role  of  nurse  practitioners  and  physicians'  assistants  In 
meeting  the  expanded  demand  for  services.  / 
Based  on  a  series  of  specific  assumptions^  within  thesa  six  broad  catego- 
ries  we  have  made  projections  of* the  impact  of  National  Health  Insurance  on/ 
the  need  for  physicians.     Had  we  used  a  different  set  of  assumptions  the 
results  might  have  been  far  different.     It  is  important  to  consider  our  results 
in  the  light  of  the  assumption  that  we  made.  .     t  . 

We  used  the  D-lOO  series  population  projection  prepared  by  the  Population 
Projection  Section  of  the  California  Department  of  Finance  which  assumed  a 
cdpSpleteiT/fi^^^^^  of  2.5  births.     Starting  with  a  total  of  21.2  million 


perfions  in  1975 g>. they -feai^i^  22.7  million  persons  in  1980  and 


26.1  millioQ  persotie  :^ln  of  the  impact  on  the  future  demand 

for^in^dic^l  Care^^t^i^lj^^t^^  in  population  are  in  the  age  groups 


2^4^  :ahd  those  oc^si|a\ui 


In  ordtfer  to  projj|^|l^'|llipact  of  population  growth  on  demand^  it  is 
necessary  to  examine  the  current  annual  rate  of  office  visits  by  patient  age, 
according  to  physician  specialty.     We  used  the  statistics  presented  on  the 
utilizjatlon  of  office-based  physicians  by  ambulatory  patients  from  data  pro-  ' 
vided  by  physicians  in  the  1973  National  Ambulatory  Medical  Care  Survey. 
(Table  III-4).  That  survey  covered  the  period  from* May  1973  through  April  1974. 
The  da£a  were  presented  by  f our*  agie  groups  and  from  four  geographic  regions. 
Our  calculations  used  the  data  from  the  Western  Region.    Visit  rates  averaged 


TABLE  III-  5  . 

PROPORTION  OF  ANNUAL  OFFICE  VISITS  MADE  .TO  PRIMARY  CARE  PHYSICIANS,  PERCENTAGE 
;     UNITED  STATES,  May  1973  -  April  1974 


Specialty                ,  ♦ 

Age 

unaer  xd 

OD  and 
older 

General /Faniily  Practice 

34.8 

46.2'  37.5 

42.1 

42,.  9 

Internal  ^Medicine 

.0.0 

7.7            9.4  " 

.15.8 

22.4 

Pediatrics 

39.1 

3.8  ,        .  - 

Source:     "Preliminary  Data  from  the  National  Ambulatory  Medical  Care  Survey," 
Unedited  Draft, (July  15,  1975)  p.  34.  , 


TABLE  III-6 

tiSTlllATED  "DESIRED"  UTILIZATION  OF  OFFICE-^ASED  AMBULATORY  CARE, 
'UtiDER  THREE  ASSUMPTIONS  WITH  REGARD  TO  NATION  HEALTH  INSURANCE 
•  (in  millions) 


1975 

'  -             (a)       (b)  (c) 

1980 
(a)      (b)  .(c) 

1990 
(a)       (b)    .  (c)' 

(General  Practice  ' 

Family  Practice        28.2    36.6  49.4 
Internal  Medicine  '    8.3    10.8  14.5 
Pediatrics  ,               4.3      5.6  7.5 

30.4    39.5  53.2 
9.0~il.7  15.8 
4.4      5.7  7.7. 

34.8    45.2  60.9 
10.3    13.4    18.0  . 
5.4      7.0  9.5 

(a)  No  National  Health  Insurance. 

(b)  Moderate  National  Health  Insurance,  30%  increase  in  demand. 

(c)  Extensive  National  Health  Insurance,  75:  increase  in  demand.' 

Source:     Philip  Lee  and  Gerald  Weber,  "The  Impact  of  National  Health  Insurance 

on  Health  Manpower  Policy  in  California".  Health  Manpower  Study  Office, 
February  1976. 


TABLE  I II- 7 


ERLC 


1975 

1980 

1990 

General  Practice 

Family  Practice  -  1500  3700 
Internal  Medicine  -  .  700  1600 
Pediatrics.  -  200  500 
TOTALS               .        .  -        2400  5800 

m                JB   1   J 

(a)       (b)  (c) 

1600  4000. 

-  ^     ZOO  1800 

200'  500 

-  -.  -  6300 

(a)      (b)  (c) 

^-       1800  4600 
800  2000 
200  600 
2800  7200 

J 

Cey  anid  Source  are  the  same  as  for  Table  III  -6 
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per  annum  for  all  ages,  and  ranged  from  1.9  visits  per  year  fo^  persons    '  , 
under  15  years  of  age  to  6.2  visits  for  persons  65  years  and  over.     It  should 
be  noted  that  the  visit  rates  for  the  ybungest  group  was  21%  beiow  .the  national 
rate.     The  proportional  distribution  of  office  visits  among  specialists  was 
computed  from  national  data  provided  by  the  1&73  National  Ambulatory  Gare 
Survey.   (Table  III-5  )Most  important  are  t,he  high  utilization  rates  by  thoSe 

.  .  .  I     '  '     ■  •     •  ■ 

65  and  over  and  the  importance  of  the  general  and  family  practitioners  i;n 
caring  for  patients  of  all  ages.  ^        ^   •  * 

The  role  of  general  and  family  practitioners  would  be  of'  great  impor- 
tance in  , the  future  if  present  patterns  of ^uie  continued  to  1990,  with  or 
without  a  National  Health  Insurance  program'.   (Table  IIT^)   What  we  project  as 
future  "desired"  utilization  for  ambulator^  care  services  is  an  extension  of 
present  utilization  patterr^s.     By  doing  this  we  can  see'  that  the  data  indicates 
that  there  would  be  difficulties  in  meeting  the  future  "desired"  utilization 
given  the  current  projections  ainong  primary  cai*e  specialists.     The  heed  for 
general  and  family  practitioners,^  internists  and  pediatricians  will  vary  with 
the  comprehensiveness  of  the  proposal,  the  anticipated  changes  in  the  popu- 
lation and  their  use  of  health  services.  ■  Had  a  comprehensive  health  insurance 
plan  been  in  effect  in  1975,  inducing  a  75%  increase  demand  for  ambulatory 
care  ,    the  State  would  have  required  approximately  5,800  primary  care  physi- 
cians to  mee^  the  demand^,    This  does  tiot  mean  that  the  State  would  need 
5,800  additional  primary  care  physicians  because  in  many  ^areas  of  the  State 
their  present  availability  and  utilization  indicates  that  a  substantial 
capacity  exists  to  meet  increased  demand.     In  other  areas,  how*ever,  additional 
physicians  would  be  needed  because  physicians  appear  to  be  working  at  full 
capacity.     By  1990  the  increase  in  demand  induced  by  a  comprehensive  plan 
would  require  about  "7,200  physicians.   (Table  III-7)We  would  apply  low  probablltle 
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to  the  enactment  of  such  a  programi  and  to  a  response  of  that  magnitude  in 
California.   .Nevertheless,  such  an  estimate  do^s  provide  a  portrayal  of  the 
adequacy  of  the  projected  number  of  physicians. 

To  estimate  the  State's  ability  to  meet  future  demand  we  need  to  examine 
the  projected  supplies  of  primary  care  physicians.     The  Bureau  of  Health 
Resources  Development  of  the  Federal  Department  of  Health,  Education;  and 
-  .  Welfare  has  recently  made  projections  of  the  supply  of  physicians  within 
broad  categories  of  specialization  through  1990.     Thdir  basic  methodology 
was  to  project  the  future  supply  of  specialists  by  determining  the  number  of 
specialists  active  in  Cedember  1970  who  would  still  be  active  in  1975,  1980 
'    1985,  and  1990,  arid  then  to  estimate  the  specialty  of  the  new  additions  to 
'     the  active  supply  during  the  20  year  period.     The  latter  was  based  on  the 

assumption  that  the  1972  distribution  of  first  year  residents  would  represent 
the  ultimate  specialty  choice  distribution  of  new  physicians. 

Our  first  adjustment  to  the  data  was  to  reduce  the  national  totals  by  the 

f 

ratio  of  non-federal  patient  care  physicians  to  all  physicians  as  indicated 
ip^^;^^  of  Physicians  in  1970.     We  then  multiplied  by  the 

pr<5j)drtion  of  patient  care  physicians  in  each  specialty  located  in  California 
in  1970.     Thus,  our  underlying  assumption  was  that  California  would  exactly  ^ 
maintain  its  relative  ability  to  attract  physicians  from  the  national  supply. 
Finally,  ve  assumed  that  90%  of  patient  care  physicians  in  general  practice 
and  family  practice  were  office-based.     The  eJvidence  indicates  that  a  some- 
what smaller  proportion,  aSout  80%,  of  general  Internists  and  general  pedia- 
tricians would  be  expected  to  be  primarily  providing  services  in  a  private 
office.    We  also  assumed  that  the  same  proportion  of  intemlats  and  pedia-  • 
tricians  would  concentrate* on  a  subspecialty  as  in  1973.     The  most  significant 
development  likely  to  occur,  projecting  current  trends,  are  a  slight  decreasie. 
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TABLE  III-  8  . 


PROJECTIONS  OF  OFFICE-BASED  PRIMARY  CARE  PHYSICIANS  IS  CALIFORNIA. 

1980  AND  W90 


.  Specialty 

(a) 

(b) 

^  (c) 

General  Practice 

Family  Practice  ■ 

6100 

5800 

^  5300 

General  Internal 
Medicine 

3500 

4900 

7300  • 

General  Pediatrics 

1500 

2800 

4300  • 

(a)  Office-based  physicians  in  Calif ornia, 1973  (thousands) 

(b)  Office-based  physicians  in  Calif ornia,  1980,  estimated  (thousands)^ 

(c)  Office-based  physicians  in  California,  1990,  estimated  (thousands)^ 

aource:    Philip  Lee  and  Gera,Ld  Weber,  "The  Impact  of  National  flealth  Insurance 
on  Health  Manpower  Policy  in  California/' 


TABLE  III-  9 

MEAN  NUMBER  OF  OFFICE  VISITS  PER  WEEK  &  WEEKS  WORKED  PER  YEAR 


Specialty 

Office  Visits 
Per  Week  * 

Weeks  Worked 
Per  Year 

General  Practice 

Family  Practice 

^  118 

48.6, 

Internal  Medicine 

82 

46.8 

Pediatrics 

[        139   ^  . 

47.8 

Source:    Offic6  visits  per  week  from  "Preliminary  Data  from  the  National 
Ambulatory  Care  Survey,"  Unedited  Draft  (July  15,  1975),  pV  37, 


Weeks  worked  per  year  were  for  Pacifia  Division  in  Profile  of 
Medical  Practice  1974,  prepared  by  the  American  Medical  Association • 
page  177.  , 


in  general  and  family  practitioners,  and  a  marked  increase  in  the ^number  of 
internists  and  pediatricians  by  1990.     (Table  IIB-8)  ' 

The  next  factor  to  consider  in  estimating  the  State's  capacity  to  meet  • 
the  increased -demand  induced  by  National  Health  Insurance  is  the  pattern  of 
practice  of  different  specialists    Our  analysis  is  limited  to  office-based 
ambulatory  care.     It  does  not  include  visits  to  outpatient  facilities  of 
hospitals,  other  institutional  settings  such  as  nursing  homes  or  home  visits 
which  make  up  about  25%  of  all  fion^-telephone  physician  viisits.    We  assumed 
that  each  office-base^  physician  !poUld  provide  serVice  equivalent  to  the  mean 
number  of  office  visits,  per  week  attributed  to  each  specialty, by  the  National 
Ambulatory  Medical  ^are  Survey  of  1973.   (Table IIP9)  Those  data  were  multiplied 
by  the  nfean  number  of  weeks  worked  per  year  in  1973  in  the  Western  Region 
computed  from  the  American  Medical  Association's  Periodic  Survey  of  Physicians 
in  order  to  estimate  the  annual  visits  per  physician.     Genetal  and  family 
practitioners  and  pediatricians  see  large  numbers  of  patient^,  in  the  of  fice 
.pompared  to  internists.    We  have  assumed  that  physicians  maintain  their  level 
of  productivity  .even  in  fa^pe  of  increasing  demands  for  their  services.  There 
are  several  reasons  for  that  assumption.     First,  we  have  used  national  data 
rather  than  that  from  the  West,  or  California  itself.    Other  sources  indicate  " 
that  physicians  currently  handle  fewer  patient  visits  in  those  areas  than  the 
national  average.     For  instance,  vthe  AMA  Periodic  Survey  for  1973  showed  that 
physicians  in  the  Pacific  region  provided  16%  fewer  visits  than  the  natignal 
average.     In  addition,  there  is  evidence  ^roiri  Canada  that  some  physicians 
actually  reduced  their  productivity  when  a  national  insurance  program  for 

!  ■  ■ . '  '  •       '  ■  '  „  .  •  '  •  . 

ambula.toi^  care  was  intrqduiqed.  ]^    ^    Apparently,  the  dnpreased  .fees  and 
Reduction  ia  aow  ;debts  allowed  the  .  physicians  to  attaiti..  tihelr  desired  income 
while  seeing  4  reduced  ^uraber  pf  patie  V  ;.    '         ,  V  ^    V'     ^'  V 


TABLE  III-  10 


TOTAL  OFFICE-BASED  AMBULATORY  CARE  VISITS. POTENTIAL  -  1973 

ESTIMATED  1980  and  1990 

(millions)  .         '  " 


»     .                                  ■  * 

Specialty 

1973 

'     1980  / 

1990 

General  Practice 
Family' Practice 

•  34.9 

33.3 

:  30*4 

Internal  Medicine 

13.4  • 

18.8   •  ; 

28.0 

Pediatrics 

9.7 

18.6 

28.6 

TOTALS 

58.3 

70.7 

87.0 

Source:  .  ' 

Philip  Lee  and  Gerald  Webe^,  "The  Impact  of  National  Health  Insurance  on  Health 
Manpower  Policy  In  California/''^  Albany:    Health  Manpower  Study  Office,  1976. 
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Examination. .of  the  potential  capacity  of  the  anticipated:  physiciah  supply 
to  respond  to  the  likely  increased  demand, for  ambulatory  care  by  1990  indicates 
a  greatly  increased  potential  for  internal  medicine,  and  i>ediatric8r  (Table  III-IO) 
In  some  cases,  such  as  pediatrics,   the  potential  may  exceed  the  de^nd  unless  ^ 
a  far  higher  percentage  of  the  States'  children  are  cared  for  by  pediatricians.^/ 
At  Jthe  present;  about  hal^  of  the  medical  services  provided  children  under  the 
age!  of  15  are  provided' by  genera!  and  family  practitioners. 

It  is  not  possible  .to  assess  v^tR'^fiy  degree  of  ' accuracy  the  likely  Impact 

of  n^rse.  p)ractitioners  and  physicians'  assistants  on  the  utilization  of  primary 

*'  1.  "    '  * '       .  " 

cafe  physicians.     In  some  fields,  such  as  child  heaLtsh  care  and  the-  care  pf 

^  ••  \ 

the  chronically  ill, jnurse  praQti£ioners  have  been  found  to  provide  high  quality 

care.     Physician  productivity,  in  terms  of  numbers'  of  patients  ?.seen  per^day,  ^ 

has  been  increased  by  as  much  as  30%  to  50%  hy  nurse  practitioners  and'physi- 

cians'  assistants.  V 

;  V  .   .  L. 

At  the  present  time  the  barriers  to  effective  utilization  of  both  nurse  i 
practitioners  and  physicians'  assistants  are-  physician  atticiides,  federal  and 
state  reimbursemeilt  policies,   the  lack  of  private  insurance  co'^^erage-or  Te-  . 
imbursement  licensure  and  the  possible  threat  of  malparactiqe.  , 

There  neeids  to  be  a  very  c^refill  appraisal  of  the"  potential  of  nurse 
practitioners  and  physicians'  assistan;js?:\ln  fjrimary  care  ~  whlxM we  believe'  to'  be  ' 
substantial  i-  in  order  that,  soun^vj^i^nppwer ,  health  care  and  lig^th  -care 
financing  can  be  developed.  t 

What  conclusions  or  implications  .^ight  we  draw  from  this  <4ata?    We  belife^ye 
that  the  data  warrants  the  following  interpretations:   -  «^ 

J*.*  The  State^tarts  with  an  apparent  surplus  in  tW^'^grSg'a^^^^ 

i''     .  -  ■  -      ,  •         •  v"  '  ■■  ■     ■  ■• 

of  general  and  faraify  practitioners,  internists  and  pediatricans  to  ^ 
provide  ambulatory  care  office  visits  relative  to  current  estimated 


■  ^,  ■  •  ^  ;.         . .  ^  •  .*     »  ■    ■      •     ■  ■ 

♦   utllizatlbn.    The  ^xceiBS '^capacity' to  provide *^of flee  visits  appears  to 

i  •    ^        ^  A '  *  ■  ' 

iJe  abc^ut  AaZ  In  l475.     TJ^ls  estljaatiS  assumes  Irttat' primary •  care  physicians 

^       i^  Calofprniia^  could  proMjtde  the^sa»e  quantity  of  service^  per  physician 

.    as  thepatioAal  averag^|y^  With  no  chaagJ^in  financing, ^we  project  a 

potential  surpljis  of  72^i  by*i^90.  ^(Tablfes  &  9)   These  estimates  do  not. 

*    *        *        -         .         .  ^     '      '  \       y        i    .  ( 

.      ♦         .  .    *      «  I 

.  take  into  account  the  unequal  distyribi/tion  of  physicians  geographically  J 

within  the  State.     It  appears  tha^  some  a,reas  Are  seriously  short  qf 

•      primary  care  physici^s,  while  phytic iaus  In  some  urban  areas  have  work 


5/    '   *      loads  that  are  well  below  state\)ide  averages  and  far  below  the  work 

loads. *i>f  general  practitioners  in  certain  locations.     It  should  be  . 
pointed  out  that  these  estimates  are  based  on  current  utilization  and 
do  not  consider  either  the  quality  of  care  provided  or  the  potential 
'impact  on  demand  of  groups *.that  are  now  underserved. 
2.     Physicians  responslb^  for' providing  primary  ambulatory  care  to 
adults  -  general.and  f^inily  practitioners,  and  internists  -  appear  to" 

hkve  less  excess  capacity  than  pediatticians.     The  surplus  for  general 

'  '  ■■  '  *       '     •   -  •  ,  ■  '''j  '  '  '      ■    ■  ...     •  ' 

practitioners,  family  practitioners  and  intejoiiists  was  about  32%  in 

'  1975,  decreasing  to  29%  in  1990.     In  comparison,  the  |»arg©i|i4?parent 

^  •  *v  •  . 

surplus  of  pediatricians,  U3%  in  1975  attd  430%  in  1^90  make  it  clear  V 
^  *         that  policies  , encouraging  the  expansion  of  primary  <iare  physicians 

should  differentiate  between  specialties.     The  results  of  this  analysis 

.        ■  .   "  "  •        ,  ^ 

giv6  us  pause  and 'make  us  d^ubt  the  accuracy  of  the  basic  data  on  which 
^  *  these  projections  aretmade;     Even  though  we  have  serious  doubts  about 

.  ^         V     •,      ■  ■    .      -  ,  ' 

the  data,  an  exc;|ss  of  p^iatric*tans  seems  likely  because  of  thie  large  >» 

number  of  children  cared  for  by  general  and  family  practltfe^n^rs  ai>d 

'  ■      '       •  .  ^      .  ^-  J  ■'  *  . 

the  large  increase  in  the^numb^er  ol^ediatrlcians  relative^  to  the 

,  ^.i-vljncreased  number  of  children  prbjected  for  1990.     ifie  p^V  cent  age 

ERIC         -  ^.      '  . 
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increase  in  pediatricians  far  exceeds  the  projected  increase  in  children 
under  14  years  of  age.   (Tables  IIt-3  &  7)   The  excess  in  pediaericians 
might  be  substantially  reduced  if  pediatricians  assumed  the  responsibility 
for  the  care  of  a  high  percentage  of  children,  or  if  the  scope  of  pedia- 
tricians' changed  significantly  and  pediatricians  devoted  more  of  their** 
time  to  9hildren.  with  developmental'  defects,  emotional  problems  and  . 
learning  disabilities. 

To  further  complicate  the.problem  of  projections  we  must  consider, 
the  future  role  of  pediatric  nurse  practitioners  and  family  nurse  prac- 
'titioners  on  the  need  for  pediatricians.     A  large  increase  in  the  number 
of  pediatric  and  family  nurse  practitioners  might  reduce  the  need  for^ 
pediatricians^  thus  increasing  the  potential  excess  by  1990. 
3.     The  capacity  of  the  of f ice-based^ physicians  to  provide  services  to^ 
the  1975  populatloh  would  have  been* adequate  even  had  a  moderate 

National.Health  Insurance  plan,  increasing  utilization  by  30%  for  all 

^  ■  » 

age  groups,^  been  in  effect.     However,  the  capacity  of  physicians 
specializinig  in  general  i^ract ice,  family  practice,  and  internal  medicine 
would  just  be  adequate  to  provide  services  desired.-   The  problems  intro- 
duced by  an  unequal  geographic  distribution  of  primary  "^care  providers 
could  be  aggrevated  in  such  a  situation.     However,  that  tightness  could 
be  partially  alleviated  by  increased  use  of  pediatricians',  providing 
care  for'.'-children  curre^ly  utilizing  general  ^practitioner  or  family 
practitioners.     At^the  present  time,  approximately  one-half  of  all 
ambulatory  visits  to  office-based  practitjbners  by  children  under  ag6 
15  are  to  general  and  family  practitioners.     By  1990,  much  of  the 
deficit  in  the  capacity  of  ^general  and  family  practitioners  and  internists 
induced* by  comprehensive  National  Health  IrtSufance  might  be  alleviated  by 


such  a  substitution.         *  ' 

4.     If  a  program  almost  completely  eliminating  payments  on  the  part  of 

patients  was  introduced,  and  led  to  a  75Z  Increase  in  the  desired 

*^  ft/.. 

utilization  of  ambulatory  care  office  visits,  it  would  exceed  the 
capabilities  of  the  physicians  to  meet  the  demand  for  their  services. 
In  1975  we  estimate  such  a  program  would  have  led  to  a  surplus  in 
desired  utilization  of  33%  for  general  practitioners,  family  practi- 
tioners^ and  internists  in  California.     There  would  also  be>a  significant 
nationwide  shortage  of  these  primary  care  physicians  if  a  comprehensive 
National  Health  Insurance  program  were  in  effect  at  the  present  time. 

The  data'^^Which  has  b^en  presented  must  be  interpreted  with  care 

*       ■  ^     '  i  ■  . 

and  caution.     Our  est4mates  are  very  sensitive  to  each  of  the  assumptions 
used.    Two  examples  make  this  clear.     An  understatement  of  one-half 
visit  to  general  practitioners,        family  practitioners  and  intemlst?s, 
for  exaiaple,  in/the  es^^ate  of  utilization  for  the  entire  State  popu- 
lation is  equivalent  to  an  understatement  of  the  need  for  about  2,500 
physicians.     Also,  in  order  to  gain  an  appreciation  of  the  potential 
impa^*i,(j^  alternative    population  estimates  on  the  need  for  physieians, 
we  can  l^ok  al  biirfes  E-0  which  assumes  a  Completed  fertility  rate  of 
2.1  births.     The  total  population  projected  in  1990^1s  23.6  million  or 
2.5  million  less  than  that,  of  Series  D-lOO.     Since  the  decline  would 
almost  entirely  be  in  the  number  of  persons  undet  a^e  15,  that  age 
group  would  be  but  18^  of  the  population.     Under  Gtie  assumptions  we  have* 
presented,  that  decline  in  the  number  of  children  is  equivalent  to  a 
reduction  of  3.5  million  office  visits  to  pediatricians,,  general  practi- 
tioners, and  family  practitioners  and  a  decline  of  about  570  in  the 
number  of  those. physicians  required  to  provide  medical  care  servlc^p. 
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Physician  supply  projections  are  dependent  on  the  distribution  of 
residency  training  positigfifl.     The  future  stipply  of  family  practi- 

r 

tipnere  may  be  well  above  current  projections  if  the,vcurrent,  short 
term  trends  continue.     If  ffenily  practice  residencies  decline  for 
any  reason  it  would  reduce  the  future  number  of  family  practitioners. 
The  projections  of  the  supply  of  internists  and  pediatritians  are 
equally  dependent  on  changes  in  the  number  of  filled  residency  positions. 
In  light  of  the6e  data  problems  it  may  be  questioned  why  we  have  presumed 
to  make  the  projections  we  have  and  to  draw  any  conclusions  from  them.     In  our 
view,  the  projections  are  useful  because  they  Jielp  to  identify  potential  future 
problems-     They  indicate  trends  and  they  emphasize  the  need  for  more  adequate 
data  collection  systems. 
7.     INTERPRETATION  AND  CONCLUSION 

In  our  judgement,  no  major  new  Federal^  financing  program  for  medical  care 
services  is  likely        be  ^^^^V  implemented  within  the  next  five  years.  Con- 
gressional interest,  has  waned  since  the  Kennedy-Mills  proposal  cam^  close  to 
passing  in  1974.     New  members  of  the  relevant  committees  are  still  developing 
a  basic  grasp  of  the  issues  and  options.     The  budgetary  situation  is  unfavor- 
able with  respeqt  td  both  general  fund  financing  and  the  lise  of  the  Social 
Secui^ity  Payroll  tax.     President  For^||^as  responded  to  the  potential  of  con-, 
tinued  larg^  budget  deficits  with  a  fiscal  policy  whose  expenditure  level  does 
not  allow  for  new  programs  of  the  magnitude  of  National  Health  Insurance. 
Furthermore,  the  effect  of  programs  recently  introduced  by  Congress  creating 
Professionial  Standards  Review  Organizations  and  Health  Systems  Agencies,  and 
supporting  Health  Maintenance  Organizations/cannot  be  eva:^ated  for  at  least 
several  mo rV  years.     Since  those  institutions  are  supposed  to  be  important 
forces  in  the  improvement -of  the  operation  of  the  health  care  delivery  System, 


the  Congress  may  well  move  slowly  on  the  financing  front. 

Once  National  Health  Insurance  is  loolced  at  seriously  again,  the  Congress 
will  require  two  sessions  to  complete  hearings ,  prepare  legislation,  and  to 
enact  the  final,  'compromise  plan.     TWo  to  three  years  will  then  be  Required 
to  develop  the  administrative  machinery  to  carry  out  the  legislation.  There 
is  plenty  of  time  for  the  State  legislature  to  formulate  a  well  planned  health 
m^^ower  policy  in  response  to  NHI,     Based  on  the  analyses  described  in  this 
paper  j^njl  in  our  earlier  4fetaiied  studies  of  specialty  and  geographic  mal- 
distribution of  physicians,  we  have  i^ei^^^  following  conclusions  with 

";■  ■  v^  -  ■  ■      ^^'"^  ,.  , 

respect  to  the  potential  jimpact  of  National;  Health  Insurance. 

1.  A  moderate  level  .elcpan^l©n!o^:  Federal /financing,  which  would  . 
primarily  impact  on  the  demand  for  ambul^tpry "c^fcef^j  •  is  not  likely 
to  requir'^  manpower  for  most  regions  of  the  State  beyond  that  which 
is  likely  to  be  available.     Substantial  increases  in  physician  man- 
power ai;"^  already  projected  over  the  next  ten  years  and  there  is 
evidence  that  many  pl^ysicians  in  California  currently  have  relatively 
l^w  numbers  o^^^-^j^ient  visits  each  week  compared  to  the  national 
average.     However,  it  must'be  noted  that  the  difficulties  which         v  . 

■     •    ■     s  ■  .      ■  ■  ■ 

already  exist  in  some  areas  of  the  State  with  respect  to  the  lack  | 
ot  encyugh  primary  care  physicians  are  likely  to  be  increased  with  the\ 
passageof  even  a  moderate  National  Health  Insurance  Plan.  However, 
the  likely  expansion"  of  ttie  National  riealth  Service  Corps  might 
provide  physicians  and  other  health  care  personnel  for  a  limited 
number  of  rural  areas. 

2.  It  is  evident  that  NHI  will  aggravate  tlie  already  existing  need 
for  a  relative  increase  in  those  physicians  who  provide  primary  care 
to  adults.    We^re  not  convinc^  that  the  apparent  tightness  in  the 
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capacity  of  those  physicians  to  provide  services  relative  t^^^ 
demand  should  lead  to  an  expansion  in  the  total  numbier  ;bf;  p^^  , 
cians.     Rather,  we  feel  that  a  major  shift  in  the' content !  and. 
focus  pf  graduate  training,  combined  with  the ^increased  use* 
all  levels  of  other  health  care  personnel,  likely  willVVe  "4'd^^^ 
to  meet  the  additional  desired  utilization.     Partlicui^xjjr-  tm^ 
at  this  time,  is  the  need  to  expand  ahd  strengthen' faai](^.Xy  p 
training  programs,  to  provide  internists' and  pediattitcflanfe;^^!^^ 
ing  with  more  experience  in  primary  ca^re,  and  to  toprbv^'  i;he  codr- 

^  '  " '      ^ • .  ^ .  ' 

dination  of  nurse^  practitioner  and  primary^cay-e;  phy^iAi^n  ;ty^ 

3.     In  general,  it  would  seem' tjiat  the  fmpacv -0^^^^^ 

"       •     .      '  .     ■       ■  ; 
somewhat  less  in  California  than  in  tlhe  rfest  bf^^^^t^^ 

'  ■      •      "  '       ■  :  "".  ■         ^  >  '■■  ■'■■■■*■. V  ■■•  ^ 
This  would  patticularly  be  true  with  ^  plan  ^qh.  a^'  tohg-RlBic^ 

'...*    ■  - '•  ' '         ^  '  '  '       '    ■ V''' 'A:  ^.'^-.T;-- 

wl^lcK  .etoptosize    catastrophic'  coverage  with  l^^i^g^^^ 

an  improved  Medical  Assistance  program  for  low:  iiiqptae^f 


The  Health  Security  AcU  pay^  a^great  deal  of  afetentl^^ 
equalization  of  expenditure  ajnong  geographical  aVe^  > 
through  allocations  of- "tTti^  National  Health  Budget V^^^^  C^^  ; 
large  proportion  of  the  incVeased  expenditure^:  in 
wOQld  be  allocated  to.  tho^fe  areas  with  reiatlye /shortages  iii 
resource  supply  and  ylth  low  carrentr^eyels  of  •expenditures* 

As  noted  above    National  Healtlir  Iiisuratxce  - would  1 
the  inequality  in  purchasing  power  ^mong  the  yar^^ 
Providers  would  face  a  considerably;  ^Iffer^nt  their 
services.     There  is  evidence  that, -  iii  khe  past, have 
located  where  there  is  high  piersohai  Income  pjar  capita  which  could 
be  associated  with  a  greater  real  demand  for  medical  care  services. 


.  .  ■  ■  ^ 
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California  has  been  one  of  the  beneficiaries  of  thos^  behavior  patterns. 
Some  of  its  advantage  in  attracting  medical  care  personnel  may  be  re- 
duced when  a- comprehensive  National  Health  Insurance  plan  is 'implemented. 
4.     There  is  tremendous  uncertainty  in  the  project  of  future  health 
manpower  requirements.     To  a  great  extent  this  is  due  to  inadequacies 
In  the  data.     Infoimation  on  the  numbers  of  physicians,  their  specialty 
focus  and  actual  practice,  and  on  the  residency  training  programs  is 
controlled  by  the  medical  profession.     We  believe  it  is  imperative 
that  the  Federal  government  and  State  g^^verijments  gather  the  infor- 
mation  they  require  to  adequately  understand!  tlie  present  and  plan  for 
the  future.  v  ' 

At  the  same  time,  we  must  face  the  fact  that  the  b§st  of  data  will 
not ^provide. precise. answers  to  the  relevant  questions.    Measurement  • 
is  ^di/ficult,  behavior  patterns  iare^hitd  to and  the  future 
does  not  exactly  replicate  the  present  or  the'  t^ast.     Therefore  mech- 
\  aniSms  must  be  developed  to  monitor  the  status  of  the  system  on  a       _  ^ 
V '^.p\^tttinuing  basis  to  facilitate  a  more  rational  response  to  shortages 
.   iO^l^oe^ce^ses  as  they  become  apparent. 


''^^^^'^'-'^^1^^'^ 9  we  want  to  emphasize  that  there  are  social  costs  involved 
oversiipply  or  unders'upply  of  physicians.     To  the  extent 
'X  i^^^  the  use  of  their  services,  the  potential  for 

use  and  dependence  on  medical  care  exists.     Faced  with 
t;^^^^  mentioned  before,  the  stat§  government  must  balance 

/.^tiien^^^  for  error  on  both  sides. 


.■■ .  t  ■ 
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,  lY.  MEDICINf 

1.     INTRODUCTION  AND  SUMMARY  , 
'     As  of  October  1975,  thete  were  107  U.S..  medical  schools  approvec^o 
award  the    Medical  Degree';     There  were  54,074  medical  students  enroll^^d  in%' 
the  114  medical  schools  In  the  United  States  In  1974--1975.     H^e^  firs"^  ye'ti^r 
class  numbered  14,963  which  Is  an  Iricrease.of  5.2%  over  the  previous  year? 
Natflonally  there  has  been  a  69%  Increase  In  the  first  year  medical  school 
enrollment  and  a  72%  Increase  In  the  number,  of  M.D. /degrees-  awarded  In 
:tne  United  States  In  the  past  ten  years.  ..  . 

"      In  Calif  omla  wS  have  pfesently'  S  of  the  107  i degree  granting  medical 
schools,  (5  public  and- 3^  private) .   /In  ad<ilt4on,  there  Is  the  Charles  R. 
ijrew  Postgraduate  Medical  School  offering  only  r^^ldency  training  and 

continuing  education  programs  for  physicians. 

{'        ,\     '  .  r 

>         In  1972,  the  .:Berkelpy^caiiipus  Initiated  a  new  program  In  mejjldal  educa- 

tlon  to  be  operated  jointly  with  the  School  of  Medicine  at  San  Francisco 

with  a  strong  emphasis  on  primary  ^care^an^  utilization  of  community  resources. 

In  1974,  the^Rlverslde  cimpus  of  the /University  of  California  iii  conjunction 


with  the  University  of  Califdmia  in  Los  Angeles  developed  a  new  - 
biomedical  science-^  program  which  will  begin  to  enroll  24  students  by  1977  • 
at.  the  medical  school  campus  in  Los  Angeles.'  -         ,  / 

Planning  has  also  been  initiated  between  the  U.C.S.F.  l^edical  School 
and  the  Fresno  Veterans  Administration  Hospital    for  a  new  medical  education 
component  in  the  northern  Sau  Joaquin  Valley  with  a  planned  enrollment  of 
6  third-year  students  and  94  interns  and  residents  in  1976.  . 

Total  California  M.D.  degrees  awarded  went  from  463  in   1965  -  1966  to 
889  in     1974  -  1975  which  is  an  increase  of  92%  contrasted  ^/ith  a  72?/^ 

.     '  '  '  '  •.  ^  -    ■  '  .  -i    /  ■ 
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Increase 'nationally.    In  the  same  period,  the  California  population  growth 
:  only  averaged    less  then  2X  p^r  year. .  Despite  this  rapid  growth,  California 
in  1975  only  contributed  5.9Z  of  the  total  M.D.  graduated-  in  the  nation. 

•  .  Only  28.52  of  the  1975  active  non-federal  physicians  in  California  , 
'  received  their  medical  education  In  the  State.    60.6%  of  the  California 

physicians  graduated  from  medical  schools  in  other  states  and  approximately 
10. 9X  of  California  physicians  were  trained  in  foreign  medical  schools; 
56. 5Z  of  all  Callfortiia  graduates  attended  private  medical  schools  in  the 
State.     67.2%  of  California  1975  graduates' chos.e  to  remain  in  California; 
54.2%  of  the  graduates  ar6  cpfrently  interning  ixj  the  State. 

California  may  not  be  able  to  continue  to  depend  on  in-migration  from 
otKer   states,  however.  ,^Mmy  states  havje  become  conscloiis  of  thei^  loss  of 
highly  trained  manpower  to^ur  State  and  are  seeking  ways  through  incentive 

*  programs,  mandatory  service  legislation  and  other  strategies  to  retain 
graduates  within  their  own  medical  underserved  areas.     A  review  of  the  fac- 
tors Which  may  change  ipigration  pattexps  of  physicians  are  examined  in  a 
later  chapter. 

The  maldistribution  of  physicians  is  significant  in  utban  coun^es. 
San  Francisco  County  with  3.2%  of  the  State  populationj^^s  8%  of'j^the  total 
physician  population.     Los  Angeles  has  32.7%  of  the  State  population  with 
35%  of  the  physicians,  while  some  of  the  rural  counties  have  a  much  lower 
ratio  of  physicians  per  100,000  civilian  population. 

Although  the  state^of  Ca'lifornia  has  a  higher  rafio  of  physicians  thm 
many  other  states,  approximately  22%  of  the  population  of  California  is 
estimated  to  be  in  rieed  of  primary  care  services.     The  Health  Manpower  Policy 
Coibmission  identified  in  1975  seven  census  tracts  in  the  downtown  area  of 
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San  Francisco  County,*  seventy- f£^e  census  tracts  in  Los  Angeles  County,  six- 
teen dehsus  tracts  In  .th6  city  of  San  Diego,  fourteen  census  tracts  in  the 
city  of  Oakland,  and  fifteen  other  rural  counties  as  critical  physician      *  ^ 
shortage  areas.         »  '        .  ,  ^ 

To  deal  with  the  current  physician  manpowe'ir  problems  in  Califom|.a 
which  include  a  relative  shortage  of  primary  cf^ re  physicians,  a  relative  " 
shortage  of  physicians  In  some  rural  and  lov  income  .urban  ateas,  and  an  • 
oversupply  of  physicians  perfonnlng  surgery  will  requite  changes  in  federal  ' 
health  manpower  policy  ,      poldLcies  of  the  Coordinating  Council  on  Medical 
Education,  the^  |.iais on  Committee  on  Graduate  Medical  education,  an<J  the  various 
specialty  boards  and  societies  involyed  in  resinienqy  training  as  well  as 
health  manpower  policies  in  California.     In  terms 'of  m^^power  t^olicies ^ 
the  numt^er  and  distribution  of  residency  training  positions  is  the  key.  to 
future  supply.     It  Is  the  policy  area  which  we  adjiress  in  the  greatest  detail 
in  this  report;   'Rieimibursement  policy  under^  private  health  insurance,. 
Medicare  and  Medicaid  are  also  iioapprtant 

/'The  problems  of  geographic  and  specially  maldistribution  are'inter-  ^ 
related  for  several  reasons  including  the  different  practice  location  pre- 
ferences of  internists  and  other  specialists  as  compajped  with  general  and 
family  practitioners,    the  significant  variance  in  the/^^untber  bf -patients  ^ 
seen  per  day  and  per  week  by  general  practitioners  and  %;^her  primary  care 
specialists,  the  declining' number  of  general  practitioner^^  and  the-  increased 
number  of  intemistis  and  pediatricians  who  will  be  prbv^diri^::.primary  care  ' 
in  the  future.     In  this  report  we  examine  the  following  issuee^'ftboth  from  the 
national  perspective  and  in  relation  to  California. 

1.     What  is  the  problem?  '      .  4 

4'  2.     The  optimal  distribution  among  specialists 


3.  Primary  care  and  primary  care  fpecialtles  ^* 

4.  Physician  specialization  in  California  i 

5.  Specialization  and  physician  location  ' 
fr.    specialization,  deifiandy  and  utilization 

7.  /Residency  training  programs  in  California  .      #       ^'  ' 

,      8.    The  control  of  residency  training  \  '  *  ' 

V  ^9.     Choosing  sites  for  training 

Based  on  th?  analy^sis.  o|  this  ^^port..  We  have'  reached  the  fallowing 
conclusions:     '  '         ^"  '  :  .  ' 

1.    Policies  of  the  federal  government  and  migration,  patterns  ^ 


^    physicians  will  have  a  greater  impact  on  the-  total  number  of  physicians  in 
California  and  their , distribution  by  specialty  than  state  policie?.     Thp  ^ 
great  majority'of  California  practicing  physicians  received  their  under-' 
graduate  medical  education  outside  of  California. .More  than  one-third  of. 
American  medical  school  graduates  in  t^he  last  decade  who  are  practicing  in' 
California  had  none,  of  their  graduate  training  In  California.  \ 
Federal  legislation  under  consideration  „could  have  considerable  impa'il'l^- 
,  ,  ^  the.:*t:.ate  of  Calif  omia.     However,  •  it  must  be.  kept  in  mind  that  the'  law."., 
which  is  finally  enacted  wo.ul-d  not  become  effective  until  1977  at  -the^ 

earliest,.     The  l^hgth  of  time  required  to  implement  its  mandates  will  vatv' 

■  '  '        '.T*-  ■'■,.■>■  ,-'  ■        •         ■  '  ■  *  ) 

•aeGo.tiling^'feb  the  specific  provisions,  thus  possibly  delaying  the  full  ' 
.  _^4li»pact.^^^til-  the  1986 's.    The  impact  of.  tho^e  provisions  which  focas  cJ^  ;.. 
^iv-.*edical,8tudents    newly  enrolled  after  enactment  of  the  leglslatldn  will  be 

^Vm^-./'  f^--:  •  -  ■         .,  ■■     X  ■  ..' 

y^fi^^:^^  further  delayed  by  the.  length  of  the.  physician  trailing- -process. 

'1f^i0y^         '    '  ■      '  '  '  ■• 

2.     Our  projection  of  the  .California  specialty  distribution  for  1990.' 


/^}:':  has&d  on  PHEW, national  pro je;ctions^  indicates  that  the  growth  in  primary  care 
.    physicians,  while  substantial,  will  remain  considerably  less  than  the  ' 
.growth  in  the  surgical  specialties  ;and  other . medical  specialties.     There  is 


no  one  method  available  f of  determining  4;he  optim^al  dlstributioh  of  physiciaM. 
among  apecialti^s.    However,  we  are  willing  to  accept  as  a  tentative  objecti'fre 
the  widelySuggested  criteria  that  50|  of  all  physicians  should  be  in  primary 
care  specialties. -    As  previously  noted,  t^e  primar^  f%sponsibilt.ty  for      ^   *  ' 
changing  thid  projected  trend  must  fall  to  the  federal  go^/erAment.  However, 
the  State  can  >ave  important  .marginal  impact  througlvthe  direct  subsidy  of 
certain  pr^rams  sucTT^s  family  practice  and  other  pri|aary  care  residencies. 
It  seems  to  us  that  the  trends  in  specialty  training  during  the  past,  four 
years  and  the  failure  of  present  voluntary  n(j|M:hani|me  to  effectively  contrSi  . 
the  total  number  of  residencies  or  create  a  balanced  mix  among  training  y 
positions  in  primary  care  and  other  specialties  Is  hardly  a  cause  for  opti- 
mism  that  the  voluntary  approach  will  succeed  in  the  future.  ^ 

3.     The  choice  pf  sites  for  primary  care  training  programs  is  a  com- 
pliex  decision.     Consideration  must  be  given  to  the  level  of  clinical '  tralnine 
under  consideration.     Residents  require  a  sophisticated  educat^Lon  experience 


with  a. relatively  large  patient  base  and  a  wide  disease  spectrum.  A  list 
of  detailed  criteria  is  given  in  another  section  of  this  report. 


163  '  G.  j 


'   -  ' 

^^^^^ICENSED  PHYSICI^         CAL;^F0RNIA  BY  ODIJNTY 


5»v 


Type      Physicians  and  Surgeons 


Alameda 
Alpine 
i^mador 
Butte 

Calaveras  ' 
.  Colusa 
Contra  Costa' 
Del  Nort;,e 
Ei  Dorado 
Fresno 
Glenn 
HutDboldt 
Imperial 
Inyo 
Kern 

Kings  ; 

Lake 

Lassen 

Los 'Angeles 

Madera 

Mrfriti 

Mariposa 

Mendocino  • 
« 

Merced 

Modoc 

Mono' 

Monterey 

Napa 

Nevada 

Orange 


•  2  ^551 

21 
184 
U 
12 

1,122' 
^  8 

;  ,  "79 

$82 
10 

165 
10  ' 

165 
65  * 
26 

399 
53 
24 

■  '  ^'22 
16^18 
•-34  , 
'  1,126 
11 
108 
117 
5 

..V  7 

473 
266 


.  Placer  * 

\  Riverside 
Sacram|rito 
San  Benito- 


0 


1^ 


SOURCEl     Board  of.  Medical  Examiners. 


Sen  Beroai^dino 

5an  Diego 

San  francisqo 

San  Joaquin 
ah' Luis  OSispo 

San  Mateo 

Santi0fParbara 

Santa  Glara 

Sanjta  ClHfe 

Shasta 

Sierra 

Siski 
"^oLteo  ''^ 

Sontima 
SStanlslS 


* 

^  ■ 


'Sutter. 
Tehqapa" 
iS'inlty  ^ 
Tul*are 
Tuol^jumne 
Ventura       -  .  <♦ 
Yolo  « 
Yuba     ft  . 
Out  of  Statj^  'f*> 
out  of  Country 

Prpiflx  Coimt 


138 
15 

822 
1,408 
13 
1,186 
3,716 
3,700,. 

437 
©  212 
1,363 

639' 
2,7ib 

273 
'  142 
% 

38  - 
284 
457 
31^ 
*  .49 
*  24 
7 

2a&« 

33 
669 

■289 
58 

28,349 


75,930 


V-' 


0 
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\   2.     SUPPLY  TRENDS  AND  PROJECTIQKS 

Licensure  Data:    The  California  Board  bf  Medli:al  Eacamlners  jjeported^ 

that  as  of  Decembe'r  30,  1975  there  were  75 ,930  physicians  and  surgeons 

a«  •       (1 )  '  -  ^ 

licensed  In  the  State.  Of  that  total,  28,349  had  established  legal 

residence  out  bf'stat^  and  1,416  oiJt  of  country,  leaving  a.  total  of  46,165 

There  ^re  no  19  75-76  data  available  regarding  the  percent  of  the  licensed 

resident  i^hyslclan  population  which  are  active  and  inactive.    The  Board 

listing,  however,  does  show  some  interesting  distribution  figures*by 

coanty.  (See  Table  fv-1.)      ^  . 

Los  Angeles  County  has  a  current  licensed  physician  populaticJii  pf 
*^      • '  -  ■' 

16,118  whicli  represents* 35%  of  , the  physician  population  and  corresponds 

to  32. 7%. of  th6  state  population..   ,Sw  Diegc*^  witih'  a  population  of  3,716 

'■  ■•         ■  •'  -  ■   "  ■  . 

and-  San  Francisco  with  a  population  of  3,700  represent  8%  each  of  'the 

j  total  physician  popjp.ation  an*  7/4%  and  3.2%  respectively  of  the  state 

populatipn.     Orange  County  with  a  population  of  3,147  has  6.8%  of  the 

•    *  ^-  •  -      ,         ^  * 

physician  population  while  ^Alpine  County  (population  of  about  650)  has  ho, 
J-icensed  physicians;  Sierra  4;  Modoc  5;  and  Mono  County  7.  ^ 


V.07- 


TABLE  ,IV-2 


.  ^ACTIVE  NON-FEDERAL  PHYSICIANS,  CIVILIAN  POPULATION,  AND  PHYSICIAN/POPULATION 
RATIOS  IN  CALIFORNIX  BY  PSRO  AREA  AND  COUNTY,  DECEMBER  31,  1973 


PSRO  Area 


&  County 

Physicians 

Population 

Ratio 

1. 

Del  Norte 

8 

15,700 

51.0 

Humboldt 

•    -  128 

^  102,800 

124 . 5 

Lake  ^ 

17 

'  22,950 

74.1 

Mendocino 

77 

54,200 

142.1 

Sonoisa 

342  ' 

235,100 

145 . 5 

Total 

572 

.  '430.750 

132^8 

Butte 

-  160 

114;300 

140.0 

Colusa 

12 

;  12,^450 

96.4 

Glenn  "  ' 

10 

•  18,350 

54.5 

Lassen 

21 

17,750  . 

118.3 

Modoc 

2 

8,5475 

23.6 

Plumas 

13 

13,500 

96.3 

~ 

*  Shasta 

124 

86,000 

144.2 

Sierra 

2 

2,720 

73.5 

Siskiyou 

28 

45 , 300 

79.5 

Sutter 

45 

44,900 

100.2 

Tebama 

22 

31,650 

69.5 

Trinity 

5 

8,925 

56.0 

Yuba 

49 

44,75P 

109.5 

,  Total  - 

493 

438,970 

112.3 

3. 

Marin 

667 

215,500 

309.5 

Napa 

87,100 

252,6 

Solano           •  . 

171 

181,900 

94.0 

Total 

1,058 

,  484,500 

218.4 

4. 

El  Dorado 

55 

53,500 

102.8 

Nevada  . 

35 

31,000 

112.9 

Placer 

.  109 

89,400 

121.1 

Sacramento 

1.191 

682,100 

,174.6 

Yolo 

244 

103,609 

235.5 

Total 

1,634 

959,600 

170.3 

5. 

San  Fraqcisco 

3,587 

675,600 

530.9 

6. 

San  Mateo 

1,006 

571,100 

176.2 

1^ 

\ Alameda 

2,103 

1,097,400 

191.6 

flontra  Costa 

,  847 

590,100 

143.5 

Total 

2,950  • 

1,687,500 

174.8 

PSRO  Area 

. &  County      Physicianp    Population  Ratio 


I.  Alpine 
Amador 
Calaveris 
San  Joaquin 
Tuolumne 
Total 


0 
14 
17 

381 
21 

440 


9.  Santa  Clai% 


650 
-  14,350 
15,350 
300,100 
26,100 
,356,500 


97,6 
110,7 
127,0 
107.3 
123.4 


2,504      1,167,000  214.6 


10 


11, 


12 


13, 


14, 
15, 


16, 


17, 
1« 

26, 
27 

28, 


Mariposa 
Merced 

8 
78 

7,175 
117,500 

111.5 
6^.4 

Stanisl- 

278 

210,400 

,^132.1 

laus . 

Total 

364 

335,075 

108.6 

Fresno 

438,700 

132.0 

Madera 

;  25 

44,900 

55.7 

Total 

604 

483,600 

124.9 

Monterey 

329 

258,600 

127:2 

San  Benito 

'8 

19,500 

41.0 

Santa  Cruz 

'  208 

143,500 

144.9 

Total 

545 

421.600 

i29.3 

Kings 

40 

'68,500 
20l,900 

5ff.4 

Tulare 

193 

95.6 

Total 

23i- 

270,400 

86.2 

Kern 

359 

340,900 

105.3 

Inyo       .  ^ 

21 

.  17,150 

122.4 

Mono 

4 

■7,025 

56.9  N 

San  Ber- 

1,038 

699,700 

148.3 

,,  nardino 

Total 

1.063 

723,875 

146.8 

San  Luis 

170 

121 , 500 

139.9 

Obispb 

Santa 

509 

275,600 

184.7 

Barbara  ' 

Total 

679 

397.100 

171.0 

Ventura 

538 

426.100 

126.3  ' 

-  ^5.  Lbs  . 

Angeles  '  ^ 

14,346 

6,941,000 

206.7 

Orange 

2,455 

1,646,300 

149.1 

River- 

609 

.  507,800 

119.9 

side 

Imperial 

51 

80 , 600 

63.3 

San  Diego 

2,659 

1,502,600 

177*0 

Total 

2.710 

1,583,200 

171.2 

California 
Total 


38,  749  ,  20 , 848  ,^2(f  ' 


Source:  California  Medical  Association,  "Physician  Supply  in  California,  December  1973", 
.  »  .Socioeconomic  Report,  January  1975,  page  2,  .  ■ 


ERIC 


166       /  (^^ 


Distribution;      More  detailed  analyses  of  the  physician  population 
available  in  California,  however,  were  conducted  December  31,,  1973  by  the 
Bureau  of  Research  and  Planniijig,  California  Medical  Association  ^  ^"^^ 
At  that  time  the  active  non-Federal  "IShysician  population  in  California 
was, reported  to  be  38,749  or  a  ratio  of  185,9  physicians  per  100,000 
persons.     (See  Table  IV  -  2) 

Markedly  different  estimates  of  the  ratio  of  active  patient  care 
physicians/lOO^OOO  population  were  reported  for  California  in  1973'^^ 
by  the  AMA.     They  ^reported  a  ratio  of  168  for  California  as  compared 
with  131  for  the  entire  U.S.      Whether  the  CMA  or ^^AMA  estimated  ratios 
are  utilized,  it  is  apparent  that  California  is  well  ahead  of  the  rest 
of  the  country.     According  to  the  AMA  '(2)    between  1961  and*1972,  the 

U.S.  ratio  of  adtive  patient-care  physicians/100,000  increased  from  a 

■  4  ■ 

•  *  US'- 

122  to  129.     In  California,  the  ratio  increased  from  157  to  166  during. 

(3)  ' 
the  same  period  of  time.  : 


y 
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TABLE  IV-J',  ^         *       ;*/  •:  >•    '  ^ 
U.S.  SUPPiy  OF  ACTIVE  MSICIANS  (H.D.J,D.O.)  AND  . PHMIM/PoWj^^ 


■1) 

1970'  , 
number  rate 

1975  \ 
number  rate 

'  1980 
number  '  fate 

1  '     ^   '  ' 

'•  ■  198^-,  ■* 
number  -'rate 

|."  ',    ,  '> ' '  1;-.;' ,  1 

.«i990:,*^;i. 

number    -'  rate;  'V 

Basic  methodology^ 

Low  alternative^  ^ 

3 

High  alternative 

1'          .  . 

323,200  158'.6 
i23,200  158.6. 
323,200  158.6 

377,50,0  .175.7 
371,900  173.1 
383,100  178.3 

4A6,800,:.  196.9 
«3,60b'  191.L 
459,500 '..  202.7 

'  ■ '  . .    '    '    ■  •' ' 

519,001)  :  .  216.9 
45f4,lO0  ;  206,'5 
5W,3O0':'  '22,7;;4 

593',800.   '236.9  . 
,'  5^2,0pd''  i'22p,2  ' 
,.637^10V    254,2  7 

■H 
00 


*  rate  per  100,000  population;  baaed  oh  U.S.  Census  Report  and.7bjecCiQns,  resident' ijopulatlon:  '. 

1970  -  203,805  000  ' 
1975  -  2U,883,(i00       ^     ,.  '  ^''^ 
1980  -  226,934,000 

1985  -  239,329,000  ■  "  • 

1990  -  250,630,000  :  , 


t:  yearmedical 
fates  (FMG^s):  •  r  : 


Three  methodologies  were  used  to  account  for. the,  iiil|act  of  future, f 
school  entollment  and  possible  variations  in  the|'nuiher  of  Forei'^n  . 

.  1  -  assumes  a  moderate  Increase  in  enrollment' ^nd  a^ moderate. fncieas 

2  -  assumes  a  stable^  enrollment  remaining  atVthe' 19^4-75' level  and' 

number  of  FMG's  '    .  '  .■  /  •  '  '  :|'" 

3  -  assumes  a  higher  increase  in  enrollment,. twlcfe  thatvof  the  basi 

increase  in  t^ie  number  of  EWG's  '  :  '  .       '  >' 


Notes:  Figures  include  all  active  physicians  in  the  ,50  State6,tarii;the  '.District  of  Colurabia^sa,PiiErtoHico;&.,  other ■  . 
■  .     .outlying  areas'^of  the  U.S.,  and  all  yeral-.physiclahV,<abroatii  MU.S.^andte    ^ra^s)  ^  ..         -  .v 

Projections  include  all  physicians  activ^pij;a2/3]./7P  fetfe^estima^^^        of  ^rAiateslor  the  twenty- '."rl  l 
1  /  Ij  ■     •  Vear  period  minus  the  estimated  number  of ' physiHanggS^iue  to  retirement  and^death.' ' ' '/W  ■  '       . '    f  ^ 

Source.'  The  Supply  of  Health  Manpower  J||7j)  Profiles  ,  and ; Projections  tb:a990.  tJ.^.  DepWnt'i&l^yii,,^^ 
■  '         •  and  Welfare,  Defember  1974,  cMper::3,- ;. '   ■  ■  ,    ; '  '  V,      ,  ■  ''M^'^^^hJ'!'     '  ^  ■ 


\ 


(4) 

The  Bureau  of  Health  Resources      recently  projected  that  the" over-  ^ 
all  MD/pippulatlon  ratio  is  going'to  increase  from  159/100,000  in  1970  to 
237  per  100 » 000  In  1990.  (See  Table  lV-3),    Specialty-wise  the, general 

■ :  ^    -  ■*  '  ■         ■  i' 

practice  M.D.  ratio  to  population  is  expected  to  decline  from  28/100,000 
in  1970  to  15  per  100,000  in'  1990.    The  surgical  specialties  are 
ejcpected  to  Increase  their  M.D.  per  population  ratio  significantly,  as  ~ 

are  internal  medicine,  pediatrics  and  family  practice. 

'•.      ■  '  *»■  ' 

(3)  . 
Llpson      recently  projected  that  total  non-Federal  M.D.  supply  in 

/      ,  .      . " 

California  will  increase  at  an  annual  rate  of  3*. 5%  between  1970 
1980  and  3%  between  1980  and  1^9(11  prestimably  helping  the  State  to  retain  its 


r 


/.7^ 


V^"  TABLE  IV-4  .  « 

PHYSiCIANS  IN  PRIMARY  CARJl  AND  PATIENI  CARE,  AND  PHYSICIAN-POPUUTION  RATIOS, 

CALIFORNIA,  1971  AND  1973 

'     '  /  '■  ♦ 

 ■  • —  -  .  .  — : —   •   

•  Active  Patient  Care  Physicians  '     Percent  * Change 


^^"Pber  Ratio   1971  to' 1973 


Characteristic 

1971 

1973 

1971 

1973 

nuober  ' 

ratio 

Li 

General  Practice 

6751  • 

6510 

33.1 

31.2 

.  (3:6): 

(5.7) 

Internal  Medicine 

4478 

4874 

■  22.0 

23.4  . 

'8.8 

.6.4 

Pediatrics 

1943 

1998 

9.5 

9.6 

2.8 

i^l.l 

Obstetrics/Gynecology 

2122 

,2211 

'  10.4 

10.5  . 

4M  . 

• 

1.9:, 

Total  Primary  Care  MDs 

■  152S 

15593 

^  75.0 

74.'8  , 

2.0 

(0.3) 

Otfler  Patient  Care  MDs 

17716 

18466 

86.9 

88.6 

4.2 

2.0 

Total  Patient  Care  MDs ^ 

33010 

34059,. 

^  161.9 

163.4 

3.2 

1.0 

Excludes  physicians  whose  specialties  are  unknown.  • 

SOURCE:  California  Medical  Association,  "Physician  Supply  In  California,  pecember  1973,  Sacramento:  - 
,  ;.  Socioeconomic  Report.  January  1975.  p\5. 


favorable  M.D. /population  whlt^in  1971  ranked  fourtl\.  nationally • 

These  projections  are  based,  however,  upon  a  continuation  of  a  favorable 

ininlgration  of  M.D.'s  to  California,  an^lssfUM^hlch  wilt  be  dealt  with 

.V  -  .  *• 

later  in  the  report.  The  consideration  of  gross  ratios  however,  ignores 
the  mix  of  primary  care  vepeus  specialty  pradtice  physicians  in  a  given 

*  population,  ^  ^  ^  * 

.•  •  ^ 

Table  IV-4    outlines  the  mix  of  physicians  in  primary  care  (general 
practice,  internal  mediciney  pediatrics ,  and  obstetrics-gynecology)  and 
othqr  specialty  practices  in  1971  and  1973  in  California.    Those  physi- 
cians in  general  (or  family)  practice  showed  a  decline  of  5.7%  in  the  two 
year  periocL    This  resulted  in  an  overall  decrease  in  total  primary  care 
M.J)/s  of  3%Vuring  the  same  period  of  time,  a  trend  which  h^as  been 

(1)  '   '  ^ 

evidenced  during  the  past  few  decades.  Further  consideration  shall 

^    be  given  to  the  issue  of  physician  specialty  mix  and -related  medical 


education  issues  throughout  the  remainder  of  the  report. 


f 

c  • 


TABLE  IV-5 


V-  1975  ACTIVE.  NON-FEDERAL  PHYSICIANS  IN  CALIFORKIA  BY  STATE  OF  GRADUATION 


State  pf  Number  of 
Graduation  Physicians 


State  of  Number  of 
Graduation  Physicians 


\ 


.State  of  Number  o-f 
Graduation  Phjrslcians 

^i^abama  ' 
Arfeona 
California 
ColQ^ado 
Connecticut 
Dlst.  of  Coi. 
Florida 
Georgia 
Hawaii 
Illinois 
Indiana 
Iowa  ' 
Kansas 
Kentucky 
Louisiana  / 
Maryland 
Massachuesetts 
Michigan 
Mlnnesdta  . 
Mississippi 
Missouri 
Nebraska 
New  Hampshire 
New  Jersey 
New  Mexico 
New  York 
N.  CarQllna 
Ohio 

Okjlahomf 
Oregon 

Pennsylvania'^ 
Puerto  Rico   , , 
Rhode  Island 
S.  Carolina 


SOjiRrF^  Data  received  from  Mfedicai,  Mailing  Service;  Chicago,  111. 
ERIC 


State  of      Nmiber  of 


57^ 

Tennessee 

639 

D^.  'Republic 

7 

Manchuria 

2 

53 

Texas 

622 

Equador 

12' 

Mexico  ^ 

218 

11056 

Utah 

261 

Egypt 

57 

Netherlands 

59 

402 

,Vermont  ^,  .  ■ 

103 

El  Salvador 

8 

New  Zealand 

11 

313 

Virgina 

213 

England 

•  116 

Nicaragua  , 

9 

1047' 

Washington 

284 

Estonia  ^ 

3 

Nigeria 

1 

185 

W.  Virginia 

:'32 

Finland 

6 

Norway 

6 

126 

l^isconsln 

;  818 

Formosa-Taiwan 

31 

Pakistan 

22 

16 

AH)erta 

68 

France 

V 

Panama      '  ^. 

2 

3341 

Brit.  Columbia 

68 

Germany 

.  280 

Paraguay 

3 

488 

Manitoba 

^^'31 

Gerinany  West 

9 

Peru 

28 

482 

Newfoundland 

1 

Greece 

36. 

Philippines 

420 

366  . 

Nbva  'Scotia 

33 

Guatemala' 

3 

Poland 

•16 

286 

Ontario 

301 

Haiti 

3 

Portugal 

10 

It 

528 

Quebec 

352 

Honduras 

'  6 

Romania 

17 

538 

Saskatchewan 

■  10 

>  Hong  Kong 

26 

Scotland 

40 

1153 

Afghanistan 

2 

Hungary^ 

42 

Singapore 

^  4 

1060 

, Argentina 

100 

Iceland'  * 

3 

S.  Africa 

40 

675 

Australia 

39 

India-Goa  , 

194 

S.  Vletman 

.  '1 

22  • 

Austria. 

80  ■ 

■India 

1 

Spain         ^  s 

30 

1151 

Belgium 

34 

Indonesia 

5 

Sweden 

5 

1033 

Bolivia 

10 

Iran  , 

58 

Switzerl^d 

151 

8. 

Brazil 

16 

15 

Syria 

•  7 

.  76 

Bulgaria 

4 

Ireland  ^ 

106 

;  Thailand  V 

■  15 

•  49 

Burma 

9 

Israel 

26 

;  Turkey  . 

10* 

3095 

Ceylon  • 

12 

Italy  . 

144 

Uganda 

1 

ten 

Chile 

26 

.Jamaica 

•3 

USSR 

'5 

1054 

Chipa 

TalwaferTormosa 

65 

Japan  ^ 

•  56 

;  United  Arab  Rep. 

18 

200 

9 

Korea 

70 

U.K. -Eng.,  Wales  ' 

30 

453 

Columbia 

21 

Latavfa  ' 

■  6 

U.K. -Scotland  .  n 

i  ''6.: 

1848  . 

Coa'ta  Rica 

1 

Lebanon 

51 

Uruguay          .  ^ 

9" 

18  , 

Cuba   ;  ' 

38 

Lithuania 

5 

Venezuela 

11 

4  • 

Czechoslova}cia  ^ 

49, 

Malasla 

1 

Wales 

50  , 

Denmark 

10 

Malla  ■ 

West  Indies 

■  1 

i 

Yugoslavia 

*  32 
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Migration;    Only  28.5Z  of  1975  active  non-Federal  physicians  In  California  ' 
.   received  their  medical  education  In  the  State.    Sixty  and  ffiafc-tenths  ^er- 
cent  of  California  physicians  graduated  from  medical  schools  in  other 
states  and  approximately  10.9%  of  the  physicians  trained  in  foreign 
medical  schools,    (See  Table  IV-5) .  ^  ^ 

,56.5%  of  all  California  graduates  attended  private  medical  schools 
in  the  State. 

Five  hundred  and  three  of  749  graduates  of  67. 2%  of  Calif  omia  / 
1975  graduj^tes  re^aained  in  the  State..       .  r     -  ;  i 

..  '  "  ■-  • 

54.22  of  these  graduates  are  currently  Interning  In  the  State. 

.  California  may  not.be  able  to  contlnue'to  depend,  on'  In-mlgratlon  from 

other  states,  however.     Many  states  have  become  conscious  of  their  loss  of 
highly  trained  manpower  to  ot4r  s,tate  and  are  seeklng^ay^  through  Incentive 
programs,  ^d0>T<^  servics  legislation  and  other  strategies  to  retain 
graduates  .^^lilnj  t^^^     own  mecflcally  underserved  areas  !     The  high  In-mlgratlon 

- "  *  "  ■  ' 

this  past, has-'ln'f act  resisted, In  making  "physician  rich."  .areas  richer. 
Although  It  has'  Improved  t\e  availability  of  physicians  Irf  all  areas  In  the 
State,  somewhat.  It  has  not  alleviated  the  manpower  shortage  problems  of 
•hiany  Callf^i^la  tjnderserved  areas. 


'  Review  of  Factors  Which  Mjjg^  Gh^^^ 

,        -    .^HLgration  Pattern    of  Physitians  tp' pa^^^ 

There  are  a  number  of  factors  that  may  change  the  pat|:em  of  physician, 

,  '  -  .       *  '  ,     .  I .     V «      -i   .    • '  ■ 

•'  .  .  '         ^  ■  '      »  '■  '  '     J  ■  . 

locaticin  from  that  of  the  past.    The  level  df  economic  activity  and  growth 
of  pdpuLation  ^n  California  appear  to  t|e  declining  relative  to  the  rest  of 
thenation.    Medical  school  positions  also  appear  to  be  expanding  rapidly  » 
in  parts C6f  the  country  which  have  provided  a  telatively  small  proportion  of 
physician  migrants  to  Calif ornia.    Furthermore ,  state-supported  sc^iaols  are 
reducing  the  number  of  out-of-state  students  accepted  into  their  programs. 
Federal  programs^  supporting^  the  purchase  of  inedicaj.  care  are  likely  to 
improve  the  relat;ive  capability  6f  thei  poorer  states  to.  attract  physicitos 
and  federal  health  manpower  policy  will  focus  to  some  extent  on  reducing 

•  .  *  I   '       ■  ■  .         .  ■ 

Inequalities  in  the  geographical  distrib^ition  of.  personnel.  Finally,  factors 
such  as  the  relative  level  of  njlpractice  insurance  premiums  may^^^00^^'f 
on  the  locatlonal  choice  of  s^ie.  physicians.  ,  ^ 


'There  -have  been  many  studies  of  the  factors  Impacting  upon  «thoice  of 

practljpe  location  by  ph^Jiicians.  The  following  discussion  will  oiatLine  some 

■  •   •  ■  ■-.           •           ^                         '  '  , .  •  • 
-4*       .    ■  ' 

>           of -^these  variables.  "  ■ 

One  s  ^ommilnity  of  origin^  medical  education  expenses  and  medical  education  * 
*  feaqty.tieg  111  interact  in  determining  migration  patterns.     Studies  show 

>      that  moft^^medical  $tudents  atten-d  medical  pchool  in  the  state  in  wl>ich  they 

'  '  '.  \'  V  •        ■■  ^  '  r  -        '      r-    .  ■  '  ^  •  ^ 

reaftLde^pHor  to  ..admisaion  to  school.     The  number  o'f  positions  !f.or  medical' 

.»•■-'•       '      .         '  '  '.      ' .  ^    ■ '  •  ■  ■  .  ■  '  « 

. ^   -\st4identP'iij''t^nj-ds  affected  by  the  availability  bf -medical  facilities 

ojj^^on  i?^  divided  as  to  how^si^ificant  an  attraction^medical  education 
facilities  are  for  encouraging,  physicians  to  locate  in  a  given  vicinity*.  ^"^^^ 
There  i^Rividence,  though,  that  the  availability  of  graduate  training* may ' 
'^^/^  impo^aht  factor  in  attracting^physicians-first  starting  out  to  practice. 


ERIC        /        "  ' 


TABLE.  IV-6 


RELATIVE  POPULATION  GROWTH  IN  REGIQNS  OF  THE  UNITED  SfTATES^^ 
195,0  raKOUGH- 1974 


blvisloh  or  State 

New  England    .    ^  - 
Hiddle  AtlanTtic 
East  North  Caatral.- 
West  Kbrth  Central 
Soutrh  Atlantic 
East  South  Central. 
West  South  Central 
Mountain  ^ 
pacific 


X9.5P-1960 

1.2 
1.2 
\  1.8 

-.  '  0.9  ■ 
2,0. 
0.5,  • 

3.0. 
.    3.4  . 


1960-1970 
i.2 

•     0.6  ' 

\.r 

0  .  '6  * 
1.3 
1.9 

2.2  . 


•r-::i$7'0-i974  ' 


•,f^-.- 


0.6 
0.0 
0.4' 
0.5 
1.9 

1.1 
'  .  1.5 
3.0 
'  0.9 


TOTAL  U.S-. 


1-7 


1.3 


0.9 


9l 


SOURCE:  .U.S.  Buresu  pf  the  Census,  Statistical  Abstract  of  the  United-States 
^  (Washington,  D.  C.  ;1975) ,  p.  12.    Taken  from  hackgrownd  paper  oh 
facfors  influencing  ^mlgration  "tf^l^eraldVi/webe  , 


•  - 
X  ♦ 
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The  presence  of  graduate  traint^i^  facilities  is  aiu  area  where  Ca^lfor- 
nla  shows  considerable  strength*     Recent  jgrowth  in  residencies  offered  in  " 
California  has  surpassed  that  for  the  natloi^/as  a  whole,  ^  However,  Callfo^la' 
atJllicy  to  keep  such  a  favorfed  position  may  be  affected  by  future  federal 
government  ^jg^^BSiSL^^^  well  as  by  a  changing,  general  trend  towards  Increas- 

tate  residents.  ^^''^  ' 


Population  size  also  has  appeared^to  be  by  far  the  single  most  powerful 


tetenit|i^         variation  In  physician  aggregatl^  and  some  studies  have 


shown  p<Sjplilatlon  change  In  an  area  Is  the  most  powerful  determinant  of  the 

change  ^n  the  gupply  of  physicians  In  an  areaS'^^\ 

^»      •    .  ^  i 

^  >      '  *  '      *  ■ 

Recent  patterns  of  •population  growth  in  th&  country,  howevel:,  indicate 

the  i^ole  of  California  as  the  niost  favored  destination  has  all  bTit  disappeared 

It  is  difficult'  to  predict  the  axact  Impact  of  the^  relative  decline  in  the 

movement  of  population  ^to  California  ion  the  locat4onal  patterns  of  physicians; 

'   .         •■        .  ^    ■  ^  %       .1  ,  '  .  . 

howev^r,^  it  may  welL  be  the  State  will  have  -^ome  difficulty  as  th^young 

physicians  'try  to  find  the  niarkets  with  the  greatest  gxowth.   (See  Table  ItT-b.) 

In  addition, to  thie  direct  im^ct  of  population  growth,  other  regions  appear 

to  have  §l  much  greater  potential  -for  Increasing  urbanization.^' 

T'  "  •    ■  ■  ■  . 

Per  capita    Income    is  another  factor  impacting  on  the  choice  of  a 
practice  l6catlbn  by  physicians.    T:t  is  a  major  determinant  "of  th^  financial* 

'  ■  .  •  V :  ;  _   .  .  .  V  ■  ■ 

capacity  of  the  population  to  purc*ha§e  medical  'Car6  services  and  it  serves 

as  a  b^rorieter  to  measure  "the  amenities  which  develbp  to  satisfy  the?^>tastes 

:/      ■     '  "  ( 

of  higher  inpome,  welle^ducated  persons.-  \ 

f  Wklle  the  per  ca"i>ita    income  of  Calif omians  in  the  past  was  greater  ' 

-than  that  for  the  entire  U.S.,  the  last  few  years  has  shown  a  decrease  "in 

income  (l^^i^  per  capit^  and  if  the  trends  cpnt^huJ,  they  may '  provide' another 

foi:ce_in  reducing  the  relative  attrdctlve^ss  of  i the  state  to  physicians >  (See. 

table  TW-7)  •     >  .  X  I  7^  ' 


TABLE  IV- 7 


PER  CAPITA    PERSONAf.  INCOME,  UNITED  STATES,  CENSUS 
DIVISION,  AND  CALtP0RNIAi  1950,  1960,  1974 


Division  or  State 
'  ' — .  .SB»^'. 
New  England^ 

Middle  Atl^lc  " 

East  North  Central 

West  Horth  Central  ^ 

South  At;); adfitic 

East  Sopth  Central 

West  South  Central 


Mountain 

Pacific 

California 

TOTAL  U.S. 


1950 

1960 

1974 

$1,601 

$2,430 

1,751. 

2,582 

'  6,033 

1,666 

2,391 

5,773 

1,429 

2,061^ 

*  5,206 

1,211 

1,843 

5,073 

915 

*  *       1,497  . 

4,279 

1,20*7 

1,819 

4,622 

K418. 

.2^87 

4,965 

1,798 

2,612 

5,903^ 

1,852 

2,709 

\5,997 

1,496 

^  ] 

"5,434 

SOURCE:    U.S.  Department  of  Commerce,  Survey  of  Current  ^gusine^s ,  (April  1969) ; 

U.S.  Bureau  of  the  Census,  Statistical  ABetract  of  the  United  States, 
(Washington,  D.  C.  1975),  p*  388.    Taken  from  background  paper  on 


PHYSICIAN  INCdME  AND  VISITS  PER  P^SICIAN- 
'  ,       BY  CENSUS  DIVISION,  1973 


'•} 

Ph\^k2i^c*^  an 

JUcp^ifcome 

Visits  Per  Week 
Per  Physician 

Division  ^ 

is.'  "  ■, 

New  England 

$4^,|90 

114.4 

Middle  Atlantic 

45,649 

% 

% 

.  113.4 

East  North  Central 

51,830 

152^*9  y 

West  North  Central 

\ 

48,225 

,  160ji6 

South  Atlantic 

»  ■ 

50,408 

■l48.« 

East  South  Central 

57,466  - 

r 

182.9, 

West  South  Central 

50,301  >  '  : 

'  151.1 

Mountain 

44,510 

137.8 

Pacific 

50,882 

.  119.2 

\.  ■               ,  '   '  . 
TOTAL 'U.S. 

49,415 

.  137.7 

SOURCE:    Judith  Warner  and  Philter Ahfl^rTnte,  Pr  of  Medical  Practice 

American  Medical  Asapciation,.  (Chicago,  1974),  pp.  171  and  193. 
'Taken  from  backgroun^jpaper  on  factors  influencing  migratioili  by 
Gerald  I.  Weber,  Ph. 


Physician  Income,  other  things  equal.  Is  another  variable  tJiat  Influences 

physician  location.  I.e.  physicians  will  likely  choose  to  practice  where 

their  opportunity  to  earn  monetary  Income  Is  greatest..  '^^^  ^ 

to  '  »  •  .  "  •  '  • 

In^  California  where  there  Is  currently  a  relatively  large  supply'^of  * 

pliyslclans,  physicians  have  kept  up' thelr*^  Indpme  through*  the^r  ability  - 

I 

Charge  high  fees.    There  1^  evidence  though,  that  addltlohal  physicians  wj^uld 

have  a  particularly  difficult  time  attracting  patlej^ts  Ip  some  part^  of 

-  Calif  omJ^  where  there  already  are  exceptionally  high  physlcliaf  popvAatlon 

^  *  "  '    ,  ■  <^        «t        »  '  '    <t%  ^ 

ratios  and  a  very  low  number  of  visits  per  physician.    The  pass  age  ^'oi^  a 

majo*r  national  health  lnsurance\ plan  would  ei^ance  the  |lnanclal  att#actl\^nes 

of  other'  regions  relative  to  California.    Howe^^r,^there  Is  ^fbtHkely  tq^ 

be  much- Impattlri. California.  (See  Table  IV-8).  ^ 

■  * 

Licensing  requirements. may  have  a  future  effect  on  migration  patti^ms. 

y  "     '  '  ■  '      t  • 

The  concept  o^  national  licensure  was  suggested  with  the  hope  of  f aciri^^^^lng 
Inlierstate  movement*!    There  are  also  Implications  here  In  the  av^a 
developing  stricter  screening  probe'dur^s  for  foreign  medical  gradua|:es. 

Cultural,  social,  and  environmental  conditions  are  difficult* to -project . 

<r  .    -  *   '  *      ■■■  ' 

Currently,  major  consideration  must  be  given  to  the  Impact  of  the  unfavorable 

t  '  Hi  * 

level  of  malpractice  premiums   ai  the  attraction  of  physicians  to  California, 
even  jthough  It  Js  too  soon .  to/ accurately' measure_the  effect  of  /he  recent 
rapid  Increases  In  premiums  In^tlite  S  tate. 


17? 


J  So 


*  Outlined  in  the  previous  pages  have  been  some  recent  changes  in  those 
fac^tors  impacting  on  the  choice  of  practice  location  by  physician.  It 
appears  ^t  will  be  difficult  for  California  to  continue  to  attract  physicians 
lrai«ed  in  other  states  to  th^xtent  it  has  during  the  past  few  decades. 
Economic* growth  in  the  state  has  slowed  down  considerably  relative  to  the 
rest  of  the  country.     Associated  with  that  decline,  the  rate  of  p^ 
growth  has  bean  reduced.     It  also,  ia  becoming  more  difficult  for 
Califomians  to  go  to  medical  school\out-of-state  because  of  an  incr^ 
preference  towards  residents  of  the  state  :ln  which  medical  schools  are/^J 
located.  *  . 

Perhaps  the  mostQimportantCfSctor  changing  in  California's  pAst  b4ttemBVv. 

'  '  ^         \  .  ■  r  ^  * 

of  success  will  be  the  underlying  economic  process  influencing ^pTiysrcian. -/^ 
lopation,  assaciated  with  th^  large  increases  in  the  size  of  future  me dC---^?^^^^^^^^ 
cal  school  graduating  classes.     There  is  already  evi<#nce^,|^y^  .  ' 

some  urb^h  areas  in  California  are  working  far  below  theiVr  <»p^^li^  T 
measured  by  office  visits  per  week.    While  theV  underlying^^W^^^ 
determines  physicians  income  and  their  perceptii^^p|^  this^,^^^ 

p'ractice  is  barely,  understood,  I  d6ub"t  the  capa^^r^^p^  medial  ca^^^  - 
areas,  already  well  endowed  with  medical 'manpowe^^to  absorbs  proportionate     '  ^ 
numbers  of  future  graduafJs.  ^  ;  Vr  ^^^||!^?^ 


/ 
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Entollment  arid:  Defere^  of  October  1975  ther^  were  107  y.S< 

schools  approved  to.  aw^td  the  M.D,  degtfee.^         There  ar^  an  additional  '  . 
five  U.S.  schools  witiV  ptchy^  which  have  students  enrolled 

and  who  wi;.!.  be  syfveyed^j^^  first  year,  they  award  tfie 

M.p.  /degriee/    Two  other  ^l^rSi  Schpols/c are  fully  accredited  to  of fer  the 
^;  first  two.  years  of  haB).c.^>aqiei^e  mefllc^l  curricuium.  /  In  addition  there  I 
are  .  eleven  athei.  prpp&Veid  W  of  planning 

development  /  w^h  ifo  8 te^  \ 

,  .  There  Were.  54, 074' 4nedi^l^st,u^^  in  trhe  114  jnedidalv schools 

•*  •     •  •     ' '  ,     .  .       •  '  '  /  ■ "  ■■' *  '      •  '         '  '  ■ 

in  the,  U.S**  in  197A-^l975;         /this  •represents  3^188  stu-/ 

:  i  ndents  over  the  1973n73r  :jrear.          ;  f  rtst  ^  y^^^^  14,963,  which 

/1,S.^^^  inqreas^llj^^qf  788  student?  (5>2%)  ovei^  yeaK    Nationally  » 

>.  thereVhas  beeA  4(^^169%  incifease  in  the  first  year^i^  v 

in  t'he  past  ten^^ai;^.     One^  hundred  and  seVen  achoZla  ctranted  the 


degree  to  12»^4:  students  iti  the  academic  year  1975,  an  increase  br9.^% 
or  1,101  gradii^eS  over  the  1973^74  year.         /^^j!^^  ^ 

*  Table"  IV- 9  -  ]2l|f^?ided  a  numerical  history  of  student  em:o].lment  aA 
M.D.  degrees  awarded  in  a),.S^.'  schools  between  1930  and  1975.     During  the 
laii?t?  ;ten  year^  degrees  awarded  in  the  U.S.  increased  72%     (or  * 

7.2%  increase,  per  year) .       .        V  ; 


;1 


■             '\\;  •\■■■>■A^■V•^^^,^;:}^■p 

STUDENTS  AlTO  GiULDbATlS^i^^^^^^ 

>■■':  -■ ....    :  r  .  ■,. 

Alii)  BASIC  SCIENCE  SCHOC%S 

■  :J  . 

Yei^r      y       ^Schools*     ,  }^ 

**''■''.• 
•  First 
Ye  V 

■V  ; 

I  n  t  (E  rme  d  i  a  t  e 
Years  ■ 

.    Graduates  ' 

•  1930^1931  \    ..  .'^76■;.'^             ii,M2  * 
vi935-l936    \    '   '  "22456^ 

> 

^  6,456 
6,605 

,..•^5,837 

10,791 
10,776 
10,267 

'       4,735  f 
5,275 

1945^46  .    ^   77 ;  i  2^21^ 

195p-l>5i-'          /•79^.,-V  '^6,V^6 
f  1955M956V  .      ■  ,    ■■;^2      A  ^a.639 

6,060 
7,177 

11,330 
12,874 
14.i08 

5,826 
^6,135 
6.845 

.  1956-1957;          !               "-1^  ^9^,il30 
^i957-l93ff:;:;^^^^^-  .j^^^^          i^,.  ^.  i9,473 
1458-319A^:.  -.^'rSS  as^,;,..  29.614 

8,014 
8,030 
8,128 

14,320  - 
14,582 
'14.626 

'  6,796 
6,861 
6.860 

*  19^-I9ii0    ■   •  "      85  ;,;30,084 
';^6Qfl961         s,i    .86  '^'^  vc^ 
mIrWf62   '           ]67   .  ^31.078 

8,173 
8,298 
8.483 

14,830 
.14,996 
15.427 

7,081 
6,994 
7,168 

W63-T19.64  .     iei!^;i.f  ,«7  32,001 
]J«fll-i9«5 .  • .            88              : .   32 . 42 8 

8,642 

8,772, 

8.856 

15,585 
15,893 
16.163 

7,264  1> 

7,336 

7,409 

■  SE-19^     •ife§?^;:vl^:V-^ '    32 )  835 
19 66-19^7  *  / \  •  *    89  V  ^  ;    *       33 , 42  3 
■^fn-V)6Br^    A       94'  _  ;>/  34.538 

8,759v 
8,96^ 
.9.479- 

,  16,502 
16,716 
17.086 

7,574 
7,743 
7,973 

*1968-J.969--?  :         999.  35,833 

1969-  1970/  '  "^:     3tpi          •  37,669 

1970-  1971*  J',     i03  /•  40.487 

9,863  , 
.  10,4Q1 
11.348 

17,911 

18,901* 

20.165 

8',059 
8,367 
8,974 

I97.1^19l72\^      108  43^650 
1972*1973,             11?;  47V546 
19^7^1974           "%114,.  50,886 
1974-1975      ,     \lU  54.074 

12,361 
1'3,726 
,  14,185 
14.963 

21,738 
23,429 
25  ,088 
26.397 

1  ^  

9,551 
10 ,391 

11  61"^ 
XX , ox J 

12.714 

*Prior  ^^^ri'^^^'^^;'  schools  Iji  development  were  not  icincluded. 


SOURCE:  ^^AMA,  Department  of  Undergraduate  Medical  Education  ^and  the  AAMC 

!  Etlvisioa  of  Operational  Studies,  "Undergraduate  Medical  Education," 
%       JAMA.  234:  1338i?  December  28,  1975.  • 
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Callfonxla  presently  ha6  eight  undergraduate  medical  schools  (five 

public  and  thrfee  private)  approved  to  grant  the  M.D',  degree;  s^ty 

University  of  Cfidif omia~San  Francisco— .UCSF  \  ^  ^ 

^  -  ,  Los  Angeles  ~UCL/ 

tiavis  ~U( 

-  Irvine  ~U/6l 

San  Diego    ,  y^CSD 
,  •    ■      /  ,  .  r  , 

University  of  Southern  California  — USC 

*  Stanford  University 

Loma  Linda  University 

Additionally  there  id  ^e  Charles  R.  Drew  Postgraduate  Medical 

School,  which  is  affiliated  with  Martin  Luther  King  Jr*  Hosj>ital  in  the 

Watts-Willowbrook  area  of  I^s  Angeles.     The  Drew  School  offers  only  post- 

M.D.  residency  trairiing  along  with  continuing  education  programs  for" 

physicians.  .     .     >  y 

An  innovative  Bionedlcal  Sciences  Program  emphasizing  the  training 

|bf  ghysicians  for  primary  care  was  developed  in  joint  effort  with  UC — 

9 

Lverside  and  U.C.L.A.,  *In  Fall  1974,  Riverside  accepted  freshmen  into 

the  program.     By  the  Iferid  of  the  third  undergraduate  year,  24  sftudents  wiliy 

be  selected  for  continuation  into^  the  professional  M.D.  program.     In  the 

.fourth  and  fifth  years  (1977-78  and  1978-79) ,  while  still  in  residence  at'  < 

Riverside,  ;:here  24  students  will  be  co- registered  in  the  .medical' school 

*    -  ^.^^^^  ^ ' 

at  .Los  Angeles.     In  the  sixth  and  severith  years ,  participants  '^ill 

complete  the  requirements  for  the  M.D.  ^degree  at  th^s^dical  school  at 

Los  Ange]je6.       •  /   ^  ' 

In  . 1972,  the  Berkeley  campus  initj^ated  a  new  program  in  medical 

^.education,  to  be  operated  jointly  with>the  School  of  Medicine  at  San 

■  9  '  \  .  '        \       .  /        .       $  ^      '  ^ 

^^hrancisQO  for  tlfe  purpose    of  determining  whether  a  strong  direction 

■  ii  '     ■     '  '  ,  V  •         '  ■  '  '  .  ■  "  ' 

toward  primary  cafe  could  be  maintained  by  ealpTfasizing'^^the  use  ^of  -i' 


existing  campus  B^ic  and  behaviqi^i-^S^lence  cgurses  and  community  resources 


4- 


I8<i    '  \ 


TABLE  IV-  10 


TABLE 


M'.D.  DEGREES  CONFERREI?       CALIFOBNIA  MEDICAL  SCHOOLS 
1965-1975  AND  .  PROJECTED  FOR  19-76  AND  1977 


SCHOOL 


65 
66 


66 
67 


67 
68 


68 
69 


69 
70 


70 
71 


71 
72 


72 
73 


73 
74 


74 
75 


PROJECT 


75 
76 


76 
77 


UGSF  , 


99 


101 


128 


130 


126 


122 


i33 


136 


137 


14g 


149 


UCLA 


70 


68 


76 


71 


78 


11^ 


130 


136 


132 


144 


158 


157 


UCD 


46 


49 


50 


95 


100 


108 


UCI 


88 


87 


89 


75 


58 


64 


64 


67 


63 


64 


71 


85 


•UCSD 


45 


50 


52 


48 


63 


69 


use 


63 


71 


67 


69 


73 


74 


84 


85 


103 


97 


115 


132 


STANFORD 


54 


48 


61 


61 


69 


69 


75 


88 


74 


81 


73 


?0 


LOMA  LINDA 


89 


88 


.  83 


69 


85 


95 


97 


*220. 


133 


83 


160 


** 

160 


TOTAL 


463 


463 


504 


475 


489 


546 


663 


.828 


743 


749 


889 


94.0 


Compiled  from  data  submitted  to  the  California  Study  Office  by  Individual  Medi-. 
cal  Schools,  Fall  and  Spring  1976, 


NOTE:    University  of  California — Riverside  Is  not  progected  for  medical  student 
etirdllment  until  1977-78. 


al  Me^i 


ansltion  year  -to  3-year  curriculum  with  two  , graduating  classes  in  one  year. 


Includes  two  graduating  classes  per  year  (June  and  December)  of  approkimate'ly 
80  students  each.- 


Planning  has  also  been  initiated  between  UCSF  Medical    School,  the  Fresno 
Veterans  Administration^  Hospital  and  other  interested  parties  for  a  new  medical 
education  j|g»onent  in  the  Northern  San  Joaquin  Valley,  with  planned  enroll-  ■ 
ment  ,of  6  tnlrd-year  inedical  students  and  94  interns  and  residents  in 
1976-77.  .  ' 


The  pattexm  of  MTd.  degrg^  conferred  by  California  medical  schools 

■"         ■         ^  !  * 

from  the  1965-66  year  through  the  current  academic  year  may  be  seen  in 
Xable^IV-ia.    Total  California  H.D.  degrees  awarded  went  from  463  in  1965-66 


to  889  (projected  for  the  present  year),  an  increase  of  92%J^as  contrapretl^ 
with  a  72%  increase  nationally)^.  *.  This  approximate  increase  of  California 
M.D,  graduates  of  9%  per  yeair  compares  with  a  national  average  increase 
of*  about  7%  pQ*  yeiar.     During  most  of  the  time  period  during  which  this  M.D- 
productivity  occurred  the  California  population  growth  averaged  less  than 

0---    ^       '  (3)        ;  ^  >     •  ^ 

2%  per  year.  ' 

Between  1950  an4M959' Calif omia  .produced  5%  of  the  nation's  M.D.  ' 

graduates.     From. 1960-62  this  increased  to  5.5%,  from  1968  thr6ugh  1972  it 

»  '  (3)  ' 

increased  to  6,.2%  of  the  nation's  total.  The  State's  percentage 

■  ■■  ■     ■   ■  h        '  ■ 

'  contr,ibution  of  the  nation's  M.D»  graduates  then  varied  as  follows  1973— 

7.9%,  1974—6.4%,  and  1975'~5.9%  (see  Table  iv-  9  and  AMA  Report  on  Under- 

'  ♦      (9V  '     '  ' 

graduate  Medical  Education.  ^ 

The  Unite*d  States  medical  school,  graduates  will  probably  increase  to 

about  14,680  in  1980  (approximately  d  i6-9%  annual  inc  rease) .  California 

'medicalT^chool  graduate^  are  projected  to  increase  to  962  in  1980  (an 

approximate  6.4%m^^         gi:owth)  .     Thus ,  .t:h;rough  1980  it  appears  that  the 


Califorpiia  and  na^onal  M.D.  growth  increase  will  be  .proportional.  ^"^^ 


■    J  8a 
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,    Prolected  Supply  and  In-Mlgratloii  of  Physicians.    A  detailed  deserlp- 
tion  of  physicians  in  California  is  described      Appendix  D ,  together 
with  abase  case  projection  in. which  observed  past  patterns  and  trends 
are  assumed  to  continue  Into  future- years .     In- this  projection  methodo- 
logy, estimates  are  made  of  expected  losses  or  attrition  in  the  existing  ' 
(1975)  supply  of  physicians  as  are  expected  gains  or  additions  from  new 
California  graduates  and  new  in-«migrat ions-     A  summary  of  the  base  case 
projection  i«'  shown  in  Table  IV- li, 


icnoN 


TABLE  IV-ilL   BASE  CASE  PROJECTIONS  OF  CALIFORNIA  PHYSICIANS 


(40) 


1975 

1980 

1985 

1,990, 

Total  Licensed  (Non-Federal) 

46,165 

54  J  732 

64,447 

74 , 772 

<* 

Total  Active 

42,646 

50.502 

59^i356  . 

68.691 

Residents /and  Interns 

6,82^ 

•  8.581 

9.727 

10.682 

California  Graduates 

'  2,050 

2,500 

,2,832 

3,129 

Other  U.S.  Graduates 

4,141 

• 

5,252 

,  5,950 

6,499 

Foreign  Medical  Graduated  • 

637 

818  ■ 

944 

1,054 

Other  Physicians 

35,816 

41.921 

49,628 

58.009 

California  Graduates 

10,f04 

ll^lQ 

13,948 

16,213 

,    Other  U,S-  Graduates. 

21,693^ 

25,366 

29,940 

34;,  8^3 

Foreign  Medical  Graduates 

4,018 

4,744 

5,739 

6,92*2 

< 

Califom;ia  Popijlation 

21,206 

22,659 

24,363 

.26,098 

(thousands) 

-Active  Physicians  per  100,000 

201 

222 

243 

.  251 

*■     '' '            — '    * 

<7  ' 

A,     Educational' Output .  ,    .  . 

In  this  base  case  projection,  it  w^s  assumed  that/the  fiiture  rate  of 
growth  in  California  physician  education  programs  would  be  equal  to  the  rate 
of  growth  for  the  United  States,  as  estimated  ifi^ reference    4.  ^The  annual 
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rate  of  growth  is  ,aa  follows:     .0240  for  the  1976-80  period,  .0133  for  the 

1981-85  period,  and  .0133  for  the  1986-90  period.''    These  rates  of .  growth 

were  chpsen  to  provide  a  basis  of  comparison  with  the  results  for  the  ^ 

United  States- as  shown  in  T^ble    IV-12.  *  . 

. "  .         ,  TABLE  IV-1 2  - .        '  ;  1 

COMPARISON  OF  UNITED  STATES  AND  CALIFORNIA  FAST  AND  BASE^  CASE^^^^  ^ 
FROJECTED  FUTURE  SUFFLY  OF  ACTIVE  PHYSICIANS 


• 

Year 

United  States*^^ 

Ratio, 

Active  Physicians 
Physicians                  per, 100 ,000** 

California 

Active 
Physicians 

^  Ratio, 
Physicians 
per  100,000 

1960 

251,900 

140 

%65 

288,700 

145 

1970 

32'3',200 

159 

1975 

377,500          J  ^ 

176, 

42,646 

-201  . 

198Q 

446,800. 

50,502 

222 

19b5 

'  519,100^ 

217 

59,356  * 

243 

1990 

r'  * 

593, 80p 

> 

237 

68,691 

 V-  :  *  

263 

Source:  The  Supply  of  Health  Manpowet;  1970  Profiles  and  Pr6lectioris  to  19 80-. 

Department  of. Health,  Educatbii ,  and  Welfare.  ^  ^  ~  ~* 

Includes  osteopaths.;  }' 

»      ■  .     ■         •  ■  V  '  ; 

■  -     .     •  ;  .  *'■>  V  A  ^ 

■       •  .  ■ .  .    ^:  i'    ■      :  --^ 

■    •  V    •  .  '  ■,  V 

These  results  show  that  the' baf  ic^  niethcJdolotty  and- b 

described;  in  Appendix*8^  are  consistent  the  metlioaology  and  assumptions  ' 

used  in  tl}e  national  tfrpjection.    .Tiie  trend  in  the  number  of  physitians  in  i  '  ' 

X^alifomia  pey^lOO,OOp  matches  tliat  projected  for  the  U.S.  very  tlosely. 


The  actual  rates  of  growth  in  future,  educational  output  pf  trained 

♦"^  •  .  •  . 

physicians  in  the  state  of  California  is,  in  fact,  likely  to  depart  from 

the  national^ average  and  will  be  determined  in  part  by  abate  policy.  / 

However,  as  stated  above,,  the  methodology  employed  ior  projecting  future 

supply  can  be  used  to  examine  the  impacts  of  alternative  assumptions, 

complete  description  of  the  sensitivity  analyses  performed  on  the  impacts 

of  various  assumptions  is  contained  in  Appendix^        A  summary  of  the  impacts  ^. 

of  changes  in  educational  output  considered  in  this  appendix  is  ^hown  in 

Table  IV-  13.  "  .        f  ^  v 

'  ^  .     ■'    .  TABLE  IV-13  .  ■  : 

SENSITIVITY  OF  FUTURE!  P/TySICIAN  SUPPLY  TO.  FUTURE  CALIFORNIA  EQyCATlbNAL  OUTPUT  ^^^^ 


-  0- 

Change 
In  Growth 
Rate 

'       \  ^  ■  1985 

California 
.  Graduates 

1  Active 
Physicians 
.per  100,000 

t 

Number 

Change 

Number    •  Change 

Base  Case 

1^,212  '  . 

243 

I.  ■ 

246  ' 

Alternative 

1 

+2.5%  . 

18,827 

+4% 

+1% 

Alternative 

2. 

19,536 

+8% 

248 

Altetnative 

3' 

+10.0%  . 

.  21,288 

+18% 

-1 

255  ■.  -  ' 

+5% 

These  results  show,,  as  would  be  expected,  that^the  f uture^^lif omia 
supply  bf  physiqians  is   qaite  Sensitive  to  the  rate  of  growth  in , educational 
output,.^     Each  percentage  of  increase  in^  the  growth  rate  relative  to  the 

;base^case  rate  produce's  about  a  V5%  increase  in  the.  number  of  jjhysicians 

■  "  *    •     ■  -      •  .         ' .      .       .  .       -  .  ■ 

per  100^000/  /  ;       /        '  *  '  *.        '     '  '  ' 

,      Tabla^  tv-  13.  also  illustratj^s  the  signi^icant^^mpilcations .  f  pr  educ^-^ 

tional  output  tequirements  of  changes  in  the  target  ratio  of  physicians  • 

per  100,000.     The -5%   increase  in  the  ratio  implies  almost  a    1.8%  increase  1 


189 


•  191 


,  in- the. level  of  grad4j^t;c^/ouj:pT4t^  Thus,  each  percentage  change  in  the 
1995  ratio  corresponds  to  about  a  3, 6Z  change  In  output.  V'^ 

>b.    klgratlon     '  a^!'  '    .      '       •       ;  '  \     1:  • 


f^rop  past  ifrehds,  it  was  assumed  in  the  baere  case  projection 'thjat  the 

■  ■-'     , .  ^'  '  '  .  '      '  '       ',.-.'.**.  V 

iji-migrdtioh  rate  of  physicians  trained  outside  thje  State  would  be  equal 

'^^^^P^9.3X  of  tlipiafotal/ aumber  trained  in  the- United  States  each  yfear  and  * 

^■'r^  ■  i..  ' ' .  ■  ' '  ^  :  ,  ,  •  - 

that  the  retention  rate  for  California  graduates  w,as- .  7.'    A3  with  the 
as8uinpi;ion  oh  the^^'rate  of  grow'tii  of  graduate  output,  the  methodology  ' 
-caii  also  be  ,usei  to  , examine  the  impacts  of  changes  ip  migration  pateems. 

Consider,  rflrst,  the  in-mlgratlon  rate.     Table  IV-14   shows  the i  i 

'  '  "  '       ■  ^s.  \  '  >  :    ■    ■  ■    .  .  •    '  ■    1-  ^  . 

Ijflpacts  of  cfilanges  in  the  rafce  of  itiftW.  '  >       ^      '  , 

r%  *  / '  TABLE  IV-JA  '  .  !. 

'sensitivity  bFFUTURS  CALlFblU)!  A  ^PHYSICIAN  SUPPLY- ^QN^TURE  LN-MIGRjc/lO: 

?85  Active    ■  .  . 
e/lOQ  .OOO'    ^  ^ 


(AO) 


Base 
Alte^matiye  1 
Alternative  2 
Afteimative  3 


1985  Active 
>hy£ 
£ej 

Nutaber        ^\  jChanye 

'^  243  : 

23&  ^ 

230  -.5%' 

217    ^  ^  .  -in 


These  results  ihdi-cate  s^hat  futute  supply  is  relatiVelj^'  insensitive,  to 
changes  in  the  assumed  rate  of  in^migration  fpr  the  range'k  con^sidered; 


TABLE  IV-  15 

SENSITIVITY  OF, ^UR£>CALIP0RNIA  PHYSICIAN  SUPPLY  TO  THE  RETENTION 
W        OF  CALIFORNIA  GRADUATES 


California  ^   1985  Active 

Graduate  Physicians 
Retention  per  100,000 


Rate 


Change  Number  Change 


Base  Case  .701  /  243 

Alternative  1        .    •  .666  -5.0?  '  '         242       ^  -.5% 

Alternative  2  .631         -10.0%  241        \  "-..9% 

■  -     ■  .         ■  •   \       ■  ■■ 
 '           .     -  .  ..  -     ■  .\-  ... 

fa^le  IV- 15    shows  the  impact  of -changes  in  the  retention  tate  of  California 
graduates  on  future  supply.    As  can  be  seen  from  this  table,  the  physi\2ians 
per  100,, 000  ratio  is  also  insensitive  to  the  assumed  rate  of  retention  (or 
conversely,  the  rate  of  out^migrdtion)  for' the  range  of  changes  considered. 


\ 
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.TABLE  IV-16 

♦  '  *  ' 

TABLE  IV-16,        •  ETHNIC  ORIGINS  AND  SEX  OF  ENTERING  MEDICAL  CLASSES. 


• 

*  ,       :  /  .1975-76 

■* 

(,»■ 

• 

A 

^  ETHNIC  ORIGIN 

• 

TOTAE 

-  SEX 

SCHOOL 

As an 

American 

Black 

Cauc&slan 

1 —  1 

Chicano^ 

/                     *  ' 

^  Other 

M 

F 

UCB  Medical 
•  Option 

2 

1 

V 

"•  8 

1 

0 

12 

7 

,5 

uft) 

^    '  8 

^8 

6 

 1 — 

3 

X02 

73 

29 

UCI 

\  0 

6 

51 

12 

1 

70 

57 

13 

UCLA  ' 

> 

5 

128 

10  K 

2  , 

•  145 

107 

38 

UCSD 

.11 

2 

96  ^ 

84 

1  — — — 

12 

UCSF 

15 

12 

 :  -1 

97 

•  ;  >  

;8 

6 

148 

89 

59 

^Voma  Linda 

13 

124  . 

.  16 

2 

7 

162 

123. 

39 

Stanford 

'3 

— <  

10.  ' 

62 

8 

3 

86 

io" 

26 

use 

12 

13  . 

.93 

18 

3 

139 

20 

C.K.  Drew 

112 

22 

10 

5 

/  7  " 

'156 

137 

^  19 

V^TOTALS 

176 

203 

616  • 

85 

36  . 

1,116 

857 

259  • 

*includes  Native  Americans  '  .  ^ 

Compiled  from  data  submitted  to  the  California  Health  Manpower  Study  Of f ice ^by 
individual  medical  schools, >  Spring  1976.  -  '    •  .  * 


Educational'  Opportunities  -  . 

In  the  .19 73--74^  academic  ^year  there  were  1 ,001' first-year  lidlcal 
•students  from  California.    Two-^hlrds  of"  those  students  attended.;schools 
In / California,  while  the  remainder  attended  out-of-s^tate  schools.  -  Forty-^ 
^  s:^x  pe^rpent  of  all  first  year  students  from  California  were  attending 
(^iie  of  the  five  University  of  California  Medical  Schodl^. 

I         Calif^fnians  made  up  8%  of  all  entering  medical  stude^its  for  1974-75. 
v^The  State^  ranked  26th  in  ^e  country  in  etiteriag  students  per  100,000  - 
population  with  5.0  compared  to  a  natioaa'V  average  of  6.4.     Similarly,  the 
number  of  entering  students  from  California  per  1,000  bachelor's  degrees 
awarded,  13y^7,  was  27th  in  the  nation  (national  average  was  15.6)  .  f  By 
way  of  tionqjarison ,  New  York,  with  about  the  same  niinber  of  \bachelor's 

degfees  awarded  as* California  had  55%  more  etttejring  medical  students. 

.  ^  •      .  "  '    "     L  * 

4  Of  the  3,783  applicants  from  California  for  the  19*3-74  entering  medi- 

cal  school  class,  1,093  or  28:9%  w6re  accepted.     This  percen^a^  for  - 

California  compares  with. a  natignal  acceptance  rate  of  C5.4%. 


In  regard  to  the  sex  of  entering  medical  school  students'' in  Califomia 
there  has  been  a  rapid  exp^sion  of  females;  from  il.1%  ii\l970-71  to. 

22.3%  in  1974-75.     The  proportion  ranges  from  16%  at  UCLA  to  36%  at  .  * 

■       .   '  ■         ■  ^     .  ^       ..         .        '  •      •  ■ 

UCSF.  The  1975-76  figures  show  females  comprising  3Q%^f  ^the  entering .  clasfe 

7\*  ^  •  ■      -  .     .  .  ^ 

7of  medical  students.  (See  Table  IV-16.)  *  f  X 

/  The  min'ority  representation  in  the  entering^ medlell  school  classes^li^ 

-   .       .  ^  •  ■         ^  '    ^  '■■       '       '  ' 

more  thto  doybled  in -the  laat-^&l^  years!      In  the  entering- class  of^  1975-76 

t,  ^  •  ■ 

37% -of  the  students  were  from  minority  backgrounds.  (  Asian  Americans  appeaj 
to  be-'well.-«epnesented  making  u^  7%  of  the  entering  class^of  iltudents^ 
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Asian  Americans,  it  should  b6  noted  however  tonstitut 


,  State  'pot)ulatlon.    Blackd,  making  up  7%  ojE  the  State's  Popwj^Hp  constitute 
19%  (pf  the  entering  class  of  students;  while  Mexlcan-Americdns  representing 
11%  of  the  population  of  the  State  only  represent  8%  q^f  thj!  Students  iit 
the  1975-76  entering  class.     C.R.  Drew  whicfi  is  a  pd^tgradui^\ medical  school 
wa[&  not  considered  when  computing  the  above,  but  is  a  fdcility  that  enrolls 

V  predominantly  minority  students,  rastly,/!^^^       10%  of  all  Black  intem- 

residents  in  the  U.S.  were  being  traced  in  C^iforriia.  '  ^ 

One  measure  of  whether  a  state's  medical  school  ^pplicant  rejectees 

are  receiving  fair  opportunity  is  comparison  of  their  qualifications  with 

'    '     ■  *  •  ^  ■  ^ 

'  rejectees  from  other  states-.     In  1975-76,  residents  from  only  one  state, 

Washington,  who  were  not  aceepted  into  medical  school  had  higher  avejrage 

■ '  -       ^  v  '  ■  ^  '  .     '  •' 

MCAT  science  scores  than  thg^Calif omia  rejectees.     In  fact,  the  mean  science 

score  (577)  foi:  the  California  rejectees  was  greater  than  the  m^an  science        .  . 

score  for  1,250  resid^n^  acceptees  from  South  Carolindi,  North  Dakota,  North* 

Carol:^a,  Mississippi,  Louisiana  and  Alabama.     The  mean  under^adu^f^^ grade 

point  average  of  Califomians  not  accepted  was  3.18  compared  to,  3.10-^ 

nationally.     More  significantly,  the  mean  MCAT.  science  score  was  637  for' 

"Califomians  accepted  to  medical  school  as  cl^mpared^ to  the  national  average 

of  616  for  accepted  applicants.  .  *     .  \ 

^      -I  '  -  \' 

'  (15)  '-'  ^ 

Rovnanek         recently  conducted _a. follow-up  study  of  medical  school         '     ^  ^ 

ject'ees  from  th^  University  of  Caif omia—Berkeley  campus.     She  found' 
.."'■**.  . 
that  50%  of  the  nyn-acceptees  reapplied  fior  medical  school  the  following      *    •  •> 

^^ar  and  that  13%  were  accepted.     Additional .  studies  ^of  Caiif  omla  non-  * 

acceptees  are^  needed  to  make  definitive  geheralizatipns  regardjjng  the.lr  \ 

final  career  choice.         <        '     .  -  /  '  ^  ' 

•  •  •■• 
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TABLE  IV-l? 


MER  or  ENTERING -PLACES,  CALIFORNIA  APPLICANTS  MD  ACCEPTANCES--1969-197.5 


No. (Off  Entering  Places  Available    ,       No.  of  California  Applicants      No.  of  Callfomians  Accepted 


i 


-4— 

'Male 

Female 

Total 

Male 

r-*"*;  

«  ' 
Female 

(f  ■  . 

-  ■-? — 

Total 

Male, 

1 

Female 

Total 

196M9;0 

,9,474 

948 

\ 

10,422 

1,867 

'  '  209 

2.076 

665 

65 

730 

1970-19H 

.  y 

10,092! 

'  1+256 

*  '  \  ■ 
.11,348  ■ 

1,982 

\. 

).  264  . 

m 

,2,246 

'735 

98 

833 

1971-1972 

1,693 

,12,361' 

.  2,342 

,376 

3i718 

J53 

("'  ■ 
120 

V 

873 

1972-m3 

r. 

'  1O77 

2,300 

'13,^7  , 

.i 

'14.12^ 

2,940 

583 

3,523' 

822 

210 

j.03J      •  ; 

j 

G 

19,73-1974 

11,338 

2,786 

3,045 

738  1 

3,7.83 

841 

252 

^  / 

1,093  .  ^ 

1974-1975 

1  ' 

11,488 

3",2.75 

/ 

^  3,162 

.  9'33 

4,095 

974 

,  309 

1,183 

'\ 

i 

1      '  ) 

f 

\ 

 X. 

1 

SOUp^:  Aflsociatlton  )>f  American  Medical  Colleges.    ^  ■       '    ^  ^'^ 


r 

1 

i 


1    •     7  / 


"These  anfi^lyses"  show  that    Calirfotnia  has^a  large  pxoportion  of  quali- 
fied students  relative  to  the  space  avaiAable  in^the  entfering^ classes  of  * 
its  medical  schools.     A  great  number  of  these  students  are  able  tcT^  attend 
school  out  of  state,  yet,  many  qualified  applicants  are  disappointed 'and  it 
taay  well  be  that  many  qualified  and  interested  students  are  dis^uraged  from 
ever    applying,   (^^e  Table  IV-17.)    There  is  also  a  continuing  need  for  re- 

cruitment  of  qualified  person  from  low  incomae  families,  particularly    ■  \ 

'    ' .      '  ,         *       . '  ^    ^  *•  .  .  ^  -  : 

Mexican-Americans  for  medical  school  admission.  ^ 

There  is,  also  a  question  regarding  whether  California,  an,  inmigration 

M.D.  state,  ought  not  to  produce  a  larger  share  of  t^ife  nation^s^hysicians. 

Simply/ increasing  total  medical  s'^hool  student  slots ,.  however ,  probably 

would  not  guarantee  a  proporti<^jnate  increase  in  the  n^umber  of  practicing 

j^hysicians        the  State,  according  to  analyses- of  BWmiberg  and  Wing..  , 
There f ore, ^alifoj^a  must  qritlcally  appraise  the  issue  of  "opportunity" 

'  for. California's  potential  medic'^1  school  students  versus  the  need,  for 

^tnereased  primary,  care  physic^^s,  particularly  in  .untjerserved  areas.  In 

f      *  ♦  <     •        '  .  . 

other  words,  how  c^i  California  best  utilize  its  li^mited  medical  educdftional" 

resources  to^incr^ase  "opjfortuhity"  for  undergraduate  medical  education 

students  or  by  changing  the  graduate  residency  sfltecialty  mix.     This  is  a 

-^propinent  issue  for  health  manpower  policy  makers,  in  California^  - 


.3.     UNMET  DEMAND 

_  -  ■  ^  ' '  \  .  ■  -  '  « 

Senate  Bill  No.  1224,  or  the  Song  Brown  Family  Physician  Training  Act 

♦  of  October  1973  created  a  Health  Manpower  Policy  Commission  and  designated 
.it  the  task  of  determining^ specif ic  areas  of  the  State  where  unmet  priority 

^    needs  for  primary  care  family  physicians  Bxlst.  . 

The  geographic  areas,  designated  acf  primary  cAire  physician  shortage 

•  areas;by  the  Conimlssion  are  divided  into    two  dateigories:     Critical  Shortage 

Areas  and' Dnderaervfed  Primary  Care  Areas..   The  critical' Shortage  ^eas  * 

*  *  '     ■  .  ■    •  ■*         '  ■,  ' 

^  Exhibit  extreme  iieviatidji  from  primary  physici^  access  that  is  available  to 
the  minority  of  the  California  population.    The  sepond  category  of  Under-  • 
served  Areas  represent  areas  tliat  exhibit  gimilar,  deficiencies  though  not 
as  exfcremt.     This  second*  qate gory  should  not  be  viewed  as  less  deficient 
because  ftd^^^      most  part  the  are^6  re^^re^SEited  , con  tain  much  larger  popula- 
tions and  the  lack  of  primasy^  care  physiciarfs  poses  a  potentially  serious 
problem  t;o  the  res^ldents  of  these  Wreas.     /        ^      .  ^ 

'  ■  y  ^  .  ■     .  • 

^he  criteria  employed  herein  is  coiiposed  of  1)  geographic  location 
or  remoteness  from  phygiciaas.^ and/or  appropriate  medical  facilities;  2)  age 


^    r  t 


distribution  of  the'  populafc^lon  (d.g*.  percent  sixty-five  years  of  age  and 
older  ajid  precent  five  years' of  age  and  yK)ungsr)*;  3)  race  or  ethnic 
Identity;  4)  physician  to  population  ratio  for  primary  car6  phyAcians  and 
f©r  total  physicians  providing  patient  care:'  5 \^he  designation  cW-^rtmary 
(^are  physician  scarcity  areas  used  by  the  Secx;etary  of  H^lth,  Education 
and  Welfare,^ -^Section  1302  of  the  Public  Health  Sarvice  Act  and  portions 
of  the  National  Health  Service  Corps  listing  of  medically  underserved  areas. 

The  following  areas  are  considered  to  be  Crit'i,ckl'> Shortage  Areas:  the  , 


/        •  •  •      ^        .      .  .  • 


entire  counties  of  AlpTtn^  Del  Norfe Clenn^  Imperial,  Kern,  Kings,  Madera,' 
Merced,  Modoc,  Mo^o,  San  Benito,  Soland,  Sutter,  Jehama,  and  Tulare..  Por- 
tions  of  Alameda  Cpunty — fourteen  Census  tracts  in  the  city  of  Oakland; 
Humboldt  Countyr-the  north  coastal  census  county: division  (city  of  Trinidad 
and  surroundings)  ;  Los  Angeles  County — ^^seventy-:^^e  census  t^racts  in 
seven  health  service  dte^as;  San  Diego  County — the  census  county  divisions 
of  Jumal,  Palotaar-Laguna,  Pauma  Valley-Valley  Cen£er  and  sixteen  census  ' 
practs  primarilyjin  the  city  of  San  Diego;  San  Francisco  County — seven 
•census  tracts .  in  the  .dovmtown  area  and;  Sori^a' County — the  census  tounty,^ 

^divisions  of  Cloverdale-Gey^eryille  and  Russian  kiver--Coa^tal .  ,  ' 

'\  .  •     p.  '  ' 

f  Additicr^ally ,  the  following  counties*  exhibit  low'^primary  care  phys^-  ' 
cian  to  population ^ratios  and  low  overall  physician^to  population-  ratios' 
that'  while  not  as  severe  nor  as  remote  As  the  critically  ^hort  areas,  are 
well  below  1;he  statewide  no,rm-  and  are  de^^.gnate'd  ^  Undferserved  Primary 
PHysician  Car^  Areas.     These  counties  are- deficient ^n  primary  care  accessi- 
bility:     Amador,  El  Dorado,-  Fresno;  Inyo,  Lake,  Lassen T^nterey,  Riverside, 
San' Bernardino,.  San  Joaquin,  Sierra,  Sisk1^yQu,  Trinity ,  Tuplunttie ,  Ventura 
and  Yyba.  '     •       ,  y  '         ,  ' 

Based  on  estimated  1973  population  data,  the  po|>ulation  of  the  criti--, 
cally  short  counties  excluding  the  populations  of  trte  census  tract  areas 
was  1,182,956.   'For  the  potentially  short  *reas  the  populajfciori  was 
2,856,'^5.     Thus,  when  the  population  of  the  various  (^nsus  tracts  (approxi- 
mately 51)0,000)  is  included^t  appears  gth^t  roughly  22%  of  the  population 


of  California  is^  in  nee.d  of  ,a(}dition/l  primary  care  |)hys/cians. 


(See  Table  lV-18  and  "^laps  1-26  which  follow.) 

A  ■  - 
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TABLE  IV-18 


'  •  THE  XrEAS  of  UHMET  N^ED  ^OR  FAMILY  PHYSICIANS' 
AS  DECLARED  BY  THE  HEALTH  MANPOWER  POLICY  COMMISSION, 


PART  A  -  "Critical  shd^;tage.arcas"  ,    '  -  . 

Within  the  County  of  Alameda,  City  of  bakhi|id:  ;  '^^"^^ 

■  •  ■         .  *  ■ 

.   The  census  tracts     4013,,    -4018,-     '40lV,      4021,/    4026,      4028,-  4029, 
4030,       4034,       4037,       40^,  f   4077,       4088.       and  4274.        •      '  ' 


Tlvc  0)unty'  of  Alpine 
.T+ic  County  of  Del  Norte 
The  C;ounty-of  Glenn 

*       ■  ■ 

'Within  the  County^R^mbbldt:        ^  , 

The  North  Coastal  census  county  di^ion. 
*  The  Trinity-Klamath  census' county  division. 

The  dounty  of  Imperial  •  , 
The  County  of  Kern  . 
The  County  of  Kings 

Within  the  County  of  Los  Angeles:  '  ' 

The  census  tracts     1902  00,  1916.01,  1923.00, 
2034.00,  2045.01,  2061.00,  2082.00,  2063.0{>, 
2078.00,  2079.00,  2087.00,,  2088.00,  2089.00, 
2094.00,  2095.00,  2098.00,  2113.00,  2118.00,- 
2145.00;  2146.00,'  2151.00,  2164.00,  2202.00, 
2264.00,  2281.00,  2282.00,  2283.00,  22<fe.OO, 
2i293.00,  239l:0O,  2396.00,  240d.OO,  2409.00, 
.2423.00,  2426.00,  2427.00,  2428.00,  24y]  00, 
^      .4088.00,  4636.00, -5328.00,  5352.00,  5354.00, 
.  ;  5716.00,  5725.00,  5728.00,  5759100,  5760.00, 
5763.00,  5765.00;  5766.00,  5767-00,  7014.00, 


1945.00, 

2073.00, 

2092.00, 

2122.00, 

221.4.02, 

2289.0e^, 

2421.00, 

2734^00,- 

5404ro6, 

5761.00, 

7019.00. 


2031.00,^ 

2077.00,' 

2093.00, 

2144.00, 

2219.00,  . 

2291.00, 

2422.00, 

4019.02, .  " 

5406.00,- 

^762.00, 
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TABLE  XV-18  (coi^tlnued) 


Within  the  County  of  Mendocino:  '     '    y  ■  ,  " 

;  ■    ■    •  ■  .     -  ■ .  .  ^        r       ■  ■ 

1 

Tbc  Point  Arena  census  county  division. 

The  Coimty  of^Maderia  .  \  .  , 

The  County  of  Merced  \  ( 

The  County  7of  MoSoc  *  '  •  . 

,  The  Codqty.of  Mono    ,  *  .    '         .      ^,     ,         •  ' 

*rKe  County  of  San  Benito  .  ^  '  ' 

Within  the  County  of  San  Diego:        \  * 

■  ■  •  ^ '  ■■  \  ■ '  ''-^       ^  .  ^  ■ ' 

/.    The  census  tracjts    0^3.      0Dp7.      0913,      0048,^     0052,      0053,      0056.  0057. 
0059.      6060.      0066.    .  0082.      0170.      0185.02.  0186.03.  0200.01. 

The  Januil  census  county  division  t  ^  \  ..  . 

The  Palomar-Laguna  census  county  division  .    « '  ' 

The  Pauma  Valley  -  Valley  Center  ccq^us  county  division  ^  ^  , 

^  '  r  '  '    ■  # 

Within  the  County  of  San  Francisco;  ^  ^  " 

ft     ■  •  '   .  ' 

The  census  tracts    0114,      Olis;      0123,      0124,      0125,      0155,"    and  0176. 

The  County  of  Solano  •  .  .  ' 

Within  the  (bounty  of  Sononva:  .  -  * 

The  Cloverdalc^eyscrville  census  county  division       .  -   •  ,  : 

The  Russian  River-Coastal  census  county  division  . 

■  ■  .^    •/*•     ■•  ,  '       ^  •       _  •  /  .     ^         '  '       I  ' 

The  County  of  Siftt^r  *  -    ■     \  •  > 

The  County  of  Te<£iihia     \   .     -    ^  ^  ^      .  / 

.  The  County  of  Tulafe 


PART  B  -  "Underserved  areas"  ' 

The  (^lounty  of  Amador 

The  County  of  EI  Dorado  j] 

The  County  of  Fresno 


TA»LE  IV-18  (continued) 


Witliui  the  County  of  HumBoldt: 


The  (larbcrvillc^census  oounty  division 


^  I'hc^Couniy 
rhe  County, o 
Vhc  Coi/nty  o 
1  he  County  o 
Ihe  County  o 
^  ,'The  County  o 
The  Coupty  o 
The  County  o 
^ The  JCoutlty  o 
I'hc  County  o 
1  he  County  o 
I'hc  -County  o 


Inyo 

Ukc- 

Monterey 

-Riverside  • 

San  Bernardino 

San  Joaquin 

Sierra 

Siskiy'ou 

Trinity 

Tuolumne 

Vefvtura 

Yuba  ) 


\ 
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Primary  Care  Physician  Critical  Shortage  Areas 
^^^^    Primary  Care  Physician  Underserved  Areas 
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Primary  Care  PhyiiciaMiUical  Shortage  Areas 

\  \ 

Primary  Care  Physrcian  Underserved  Areas' 


.  Primary  Care  Physician  Critical  Shortage  Areas 
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Primary  Care  Physician  UnderseM  Areas 


A.  PROBLEMS  OF  GEOGRAPHIC  AND  SPECIALTY  MALDISTRIBUTION 
Ai©  THE  IMPORTANCE  OF  RESIDENCY  TRAINING  ON  FUTURE  PATTERNS  . 

To  deal  with  the  current  physician  manpower  problems  In  California, 

which  Include  a  relative  shortage  of  primary  care  physicians,  a  relative 

shortage  of  physicians  in  some  rural  and  low  income  urban  areas »  and  an 

<»  ■    '  ^  _ 

oversupply  of  physicians  perfbrstag^urgery ,  will  require  changes  in  federal 

'      ■.  \  - 

health  manpower  policies — policies  of \the  Coordinating  Council  on  Medical 
Education >  the  Liaison  Committee  on  Graduate  Medical  Education  and  the       ^  - 
Various  specialtr  boards  and  societies  ^volved  in  residency  training,  as 
well  a^  health  manpower  policies  in  California.    In  terms  of  manpower  policies, 
the  number  and  didtribution  of  residency  training  postions*  is  the  key  to 
future  supply.    Reimbursement  pdlicies  under  private  health  insurance, 
Medicare  and  Medicaid  are  also  important.  »  .^-^""^ 

In  recent  years  the  focus  of  federal  and  state  health  manp^er  policies 
related  to  physicians  has  begun  to  shift  from  concejp:ri^lth^aggregat  numbers, 
financial  stability  of  medical  schools  and^^^etjual  educational  opportunity  to 
geographic  and  specialty  maldistribution  and  foreign  medical,  graduates. 
Several  factors  ^ave  placed  California  in  a  more  favorable  position  than 
the  remainder  of  the  country  with  respect  to  these  problems.    First,  the 
strict  requirements  for  medical  licensure  have  limited  the  number  of  '^foreign 
medical  graduates  in  the  State »    Second,  California  has  attracted  physicians 
in  large  numbers  from  all  over  \he  country,  giving  it  one  of  the  highest 


physician  to -^population  ratios  in  the  country.    Finally,  the  deci'^ion  during, 
the  1960 's  to  locate  new  medical  sch^ipls  at  U.C.  Davis  and  U.C..  San  Diego 

and  to  transfer  the  California  College  of  Medicine  to  U.C.  Irvine  has  created 

*       <a.  ■  ■     ■  •  •  " 

■ «   «  '  -J, 

a  geographically  well^distributed  network  of  public  and  private  medical  schools 
within  the  State, ^  This  system  has  th^^ potential  to  improve  the  geographic 
distribution  of  residency  training  positions,  to  facilitate  the  recruitment 


o£  physicians  to 'the  area  and  to  develop  regional  systmes  of  medical  care, 
particularly  for  high  cost,  hosptlal-based  services v  ' 

The  problems  q9  geographlx:  arid  specialty  maldistribution  are  Interre- 
lated for  several  reasons.  Including  the  differing  practice  location  pre- 

'  ,  "  .         •     ■  . 

ferences  of  Internists  aud-^other  specialists  as  compared  to  general  and 
family  practitioners,  the  significant  variance  in  the  number  of  patients  > 
see  per^jday  and  per  week  by  general  practitioners  and  other  primary  care 
specialists,  'the  declining  number  of  general  practitioners  ,and  the  increasing 
'numbers.of  internists  and  pediatrician^  who  will  be  provldin^prlmairy  care  in 
the  future.       •  . 

W  this > chapter  we  examine  these  issues  from  a  national  perspective, 
then  analyze  thfem  in  relation  to  California  and,  finally,  discuss  the  possible 
impact  of  federal  health  manpower  legislation  oil  California's  physician 
supply.    We  will  dicuss.  the  following:  '  , 

-what  is  tli^^toblem  .    ^  . 

-the  optimtmi  distribution  among  specialists  ^ 

-primary  care  and  primary  care  specialists 

-physician  specialization  in  California 
'k     -specialization  and  physician  loca,t;lon  . 

-specialization,  demand  and  utilization  ^  . 

'  ■    ■ .  -  , .  _  ■ 

-residency  training  programs  in  California 
-the  con^trol  of  residency  training 
-choosing  sites  for  training 

-the  impact  of  federal  health  manpower  legislation 
Wfiat  is  the  problem?  , 

Health  manpower  problems  have  been  described  in  a  varl,e^y  of  waya.^  The 

•  ■  •     '  ■ 

problem  that  we  believe  is  central  to  improying  access  to  nwM4,oal  care  is  the 
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imbalance  of  primary  care  physicians  and  the  variety  of  surgical  and  medical 
subspecialists .  ' 

In  attempting  to  determine  the  need  for  particular  specialists,  such 
as  primary  care  physicians,  a  variety  of  approaches  have  been  developed. 
The  .models  most  generally  utilized  are  tlis cussed  in  greatcrr  detail  in  our 
earlier  chapter  on  National  Health  Insurance.    Briefly,  they  are: 

-approaches  based  on  prb-f essionally  defined  criteria; 

-methods  based  on  current  utilization  of .services  by  a  defined 
'       population  group  with  access  to  comprehensive  health  services, 
as  exemplified  by  prepaid  group  prabtic^  health  care  plans; 

-techniques  using  physician/population  ratios;  and 

-economic  methods,  including  econometric  modeling. 

Examination  of  the  basic  data  reveals  a  marked  increase  in  the  nu^er 
of  specialists  and  their  ratio  to  the  population  in  the  past  40  years.  At 
the  same  time,  there  has  been  a  steady  decline  in  both  the 'number  of  general 
(Practitioners  and  their  ratio  to  population.  Although  ^fa.e  total  number  of 
primary  care  physicians  is  appro^mately  the  same  as  in  1931,  the  ratio  of 
primary  care  physicians . to  population  has  dropped  sharply. 

Primary  care  is  general  medical  care  that  'provides  entry  into  the  health 
bare /system,  continuing  care  for  common  problems,  bqth  acute  apd  chronic,  as 
^well  as . coordination  of  services  when  other  specialists  are  required  for 
diagnosis,  treatment  and  rehabilitation. 

Primary*  care^  is  the  foundation  of  the  health  care  system,  which  also 
includes  secondary  and  tertiary  levels.    Secondary  care  is  specialist  or 
subspecialist  care  provided  in  physicians'  offices,  hospital  outpatient  • 
\ clinics  or  community  hospitals.    Tertiary  care  is  provided  largely^ in 

ubiversity  medical  centers  or  teaching  hospitals  by  specialists  and/or 
•  .8ul)specialists  or  teams  of  associates  often  3sing  complex  equipment. 


/ 


Tl^e  Optimum  Distribution  of  PKyslclans  Among  Specialties 

a)    What  is  specialization? 

.  -p.  }^  ■     '       ■  • 

There  is  no  one  method  available  for  determining  the  optimum  distribution 

of  physicians  among  specialties.    There  are,  however,  a  number  of  factors 

that  should  be  considered  in  establishing    health  manpower  policy  at  the 

\ 

state  or  federal  J.evel.     First,  it  is  necessary  to  have  an  understanding 
of  wljat  is  meant  by  specialization,  how  it  is  designated,  and  what  the 
specialist  does.: 

Speclai^.zatlon'''ln  .ipe4fc*^l  dare  usually  refers  to  the  concentration  of 
a  physician's  l^earniug  and'.^ipractite.  on  a  particular  type  of  Illness  (allergy 


•1'  -  ' 


ajid  infectious,  deseas^;,  ;^jayQhlatry;) a  particular  part  of  the 
body  (Ophthalmology,  Urology),  a  limited  ;agft/;«r<5Up  (Pediatrics,  Geriatrics), 
or  a  specific  set  of  services  (Anesthesiology).    Today,  specialization  occurs 
through  a  specified  amount  of  training  of  the  physicians,  usually  for  a 

■  .  : 

minimum  of  three  years  af ti^r  graduation  from  medical  schopl,  in  hospital- 

->  '  > 

based  residency ^training  programs.  However,  much  specialization  in  the  past 

evolved  as  the  generallst  physician  took  a  limited  amount  of  post  medical 

school  training,  but  less  than  that  required  for  specialty  board  certification, 

.and  then  concentrated  his  area  of  practice..    He  was  further  able  to  develop 

hls'S4>ecitf|ty  focus  through  continuing  education  programs.    There  is  little 

precision  in  the  definition  of  specialization  either  for  statistical  and 

^  " 

planting' purposes  or  for  the  Infdrmatlpn  needs  of  consumers.    Many  physicians, 
when  surveyed  by  the  American  Medical  Association,  Indicate  that  they  provide 
services  which  can  be  categorized  under  several  specialties;  and  many 
specialists  and  subspeclallsts  provide!"  primary  care.     The  published  compila- 
tions of  the  distribution  of  physicians  among  specialties  refer  only  to  the 
physician^  principal  specialty  so  that  the  actual  distribution  of  effort  may 
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differ  considerably  from  that  protrayed  in  the  avail^^^^^ 

In  addition  to  the  AMA  surveys  which  rely  on' 8eif^*^deiip^^  there 
are  a  nxunber  of  institutional  arrangements  which  pfOvidei  in  on 
the  extent  of  specialization.    There  were  160, 5<)?  jplj^yslcl^^ 
one  or  more  specialty  boards  as  of  December  31,  1$7.3:  '  - 

certification  indicates  that   a  physician  has^c^ompletedi^  program  of' 

specified  length,  has  passed  the  examlnatioiis  .zrefquiredv  by/the  relevant 

board,  and  has  satisfied  the  practice  experience ;r^^  of  the  boards.' 

^  ^  '  '    .     '  .      '  •  ■  '  ,     '  ' 

In  recent  years,  the  specialty  bpards  have. attempted  t'^  differ- 


ence in  their  certification  from' that  .of  ticertsure^^^  the  Approved f 

Directory  of  Internships  ahd  Residencies,  , "The "boards  ate  in  no  sense  •  r^i^i.- 

educational  Ins titut ions ,  and  the  certif^cat;e^p|^  a*  not  to  be'     ■/'■■^P^'^- ^^^^ 

Qonslderj^d  aV^dfeigree.-  It^  cjb^s  jlot  confer  ow^V^  pe^^^^  qualif ications^  [-'i 
•privileges,  nor  a  license  »tb  practice  ,lia^diciicife^ or  d The  boards  ,  > 
do  not  In  any  way.  intetfer  *ylth  or  limit  .'the- prdifeastonal  activltiee  of  a  "^r 

licensed  physician,  nor  do  tjhey  desire;  tt);'tnte^r  regular  or  legiti-*-'^ 

•  ■•V'.''' ■  "  flfiH  * 

mate  duties  of  any  practitioners; of  medicine.. ^^^^A   -T^      is  an  apparent  change 
from  the  earlier  approach  of  the  boards  iwheih;  ln"'l^  specified  that 

100%  of  the  applicants V  practicie  should  W  4^y^^^*^  ito^^®  specialty,  as  ^ 
defined  by  the  bo^ard,  and  three  boards '  den^^^  70%  concentration. .^"''^^ 

In  1973,  the  proportion  of  self-^d^fined  ^^pecia^         who  were  board  certified 
varied  from  44%  in  Internal  meSiQlne;  to' 8^^ 

Physicians  who  have  satisfied  vatylng  requirements  by  the  different 
boards  to  be  eligible  .to  take- their  e.Mr^^  specified  to  be  "board 

eligible."    However,  as  One  .bo\^    has  indicted  in  a  recent  Directory  of  ^ 
Approved  Internships  and  llesldencles,  ."The  Board  decries  the  usdge  of  the 
term  either  by  the  candidate  "pr  aliy  organization  in  such  a  way  as  to  impXy 


.  .'■  ]    ■   •     ■-  ■  ■    ■  '    '  . 

that  having  received  notification  that  h€  hasibeen  accepted  for  examination, 
the  candidate  is  now  posseslsed  of  iBome  special  qualification  which  Is  more 
or  less  equivalent  to  certification, 

The  confusion  in  the  meaning  of  specialization  might       be^st  iJllustrated 
by  a  particular  example.    A  survey  of  psychiatrists  was  carried  out  by  the 

American  Psychiatric  Association,  and  the  National  Institute  of  Mental  Health 

(22)  ^  :V  ^ 

in  1965.  The  basic  survey  population  was  all  physicians  who  had  rtepqxCed 


to  the  American  Medical  Association  that  t^ieir  primary  specialization  was  \ 
in  psychiatry,  child  psychiatry,  or  neurology.     Of  the  12,153  respondents 
(excluding  trainees)  who  fi^i{i^riBpor^.f i  worked  one  or  more  hours  per 

diay  providing  direct  psychiatric  services,  75.1%  reported  3  years:  or  more  of  ^ 
residency  training  in  psychiatry,  21.6%  reported  less  than  3  years  of  residency 
training,  and  3.4%  failed-to  respond  to  the  relevant  question.  Thirty-nine 
percentf.;bY=the  responden.ts  ^were  certified  by  the  American -ffdard  of  Pjsychiatry 
and  Neurology  and  72.5%  were  members,  pf*' the  American  Psychiatric  Association. 
It  should  be  noted  that  8.9%  of  all  respondents  who  defined  themselves  as 
psychiatrists  reported  that  th6y  h^d  no  residency  training  in 'psychiatry . 

As  indicated  earlier,  physicians  in  a  particular  Specialty  have  greater 
training  and  of  ten*  more  experience  in  providing  ;:certain  defined  services  than 
specialises  in  other  fields  and  general  practitioners.     They  also  ar6  likely 
to  have  superior  knowledge  of  potential  treatments  and  their  effects .  The 


pptimum  distribution . of  phydlcians  among  specialties  (including  general  or 

7\  ■■  ■  -  .  ^  '      ■         .  ■ 

famlLy  practice)  will  depend  on  the  mix  of  illness  among  th'e  population 
served,  the- relative  success  of  various  specialist^in  treatment  of  those 
illnesses,  the  relative  negative  impact ^of  the  Illnesses,  and  the  costs 
involved  in  the  additional  training  of  specialists.    Of  courset,  the  ability  of 
patients  to  find  the  proper  specialist  for  their  nfee^^under  different  aggregate 
mixes  must  be  taken  into  account. 

235' 


0 

According  to  this  framework,  the  frequent  assertions  that  there  Is  a 
maldistribution  of  physlclana  among< specialties 'Would  Imply  that: 

A)    Services  are  being  performed  "by  physlcltos  in  a  specialty  which 

^  .  :  ■■  ■■  -.V-  ■  . 

provides  no  beneflts^to  patients,  and  liay  actually  harm  them;  excess  surgery 

falls  ^Into  this  category, 

t         ...  '  •'  ■  ■■  •      .  . 

.  B)    Services  are  beJ^irtfe -performed  In  one  specialty  which' are. less  product-' 

tlve  In  some^sense  ^han  those  produced  by  physicians  In  another  .speciality  * 

The  suggestions  that  there  should  be  relatively  more  primary  care  phy^-t-qlans 

are  based  on  this  concept.  . 

,     Q     Services  are  being  petfprmed  by  physicians  In  one  specialty  which 
ycould  be  performed  as  wqll  by  a  physician  in  another  specialty  which  requires 

less  training.    The  case  of  general  surgeons  performing  primary  care  would  i^e" 

placed  here.  ^  ^  ^ 

£>     Services  provided  by.  a  physician  with  additional  traihiiig  may  be 

superior  bjat  not  yorth  the  costs  pf  hlai  training  in  terms  of  his  output  and 

demands  on  the  time  of  teaching  faculty.       ,  _ 

Criterion;  B,  C,  and  D  are  difficult  to  &pply  to  actual  situations  because 

of  the  inadequate  procedures  available  to  measure  outcomes  from  medical 
-services.    There  is  some  evidence  that  criterion  A  does  apply  to  some  extent 

and  the  efforts  of  tissue  committees  and  utilization  reuview  committees  are 

attempts  to  alleviate  the  distortions  which  follow  fromJ.t. 


b)    The  distribution  among  specialties 
.  One  method  that  mlglvt  be  used  to  detenqlne  the  d^lstrlbutlon  of  physicians 
Among  specialties  is  to  examine  the  effect  of  permitting  all  prospective 
practitioners  to  get  training  in  the  specialty  oif  their  preference.    This  is 
^e  cade  in  the  United  States  today  except  for  rare  situations,  like  ^hdt  in 
Ophthalmology',  where  residency  positions  are  tightly  restricted  by  the  profes- 
sion.    Taking  account  of  , the  nOyi-pecuniaV^  aspects  of  each-, specialty ,  the 
personal  attitudes  of  the  physicians,  and  the  variation  in  the  length  of 
t>ralnlng,  physicians  would  choose  according  to  the  relative  exp'ecj:ed  incomes.' 
The  question  which  then  arises  is  to  what  extent  Incomes?  reflect,  the  relative 
desirability  of  different  specialties  from  the  standpoint  of  physicians  or  the* 
need  from  the  staiidpolnt  of  society.    Data  from  the  most  recent  AMA  survey 
indicates  that  surgeons  earned  $58,774  in  1973  compared  to  net  "incomes  of 

$42,336,  $40,027,  and  $40,337  in  general  practice,  psychiatry,  and  pediatrics, 

^  ,     ,   r  (23)       .  .         '  •  '  ^ 

respectively.         ;.  , 

<*  .     "  ■  ." 

If  the  relative.  leVels  of  Income  and  changes  in  relative  income  are^^ln- 
di^catlons  of  relative  value  of  services,  an  Increase   in  the  number  of  ^ 
Dhysiclaas  would  be  desirable Howeve/v  the  validity  of  that  relation- 
ship.must  be  questioned.    To  start  with,  there  Is^ generally  a  longer  period 
of  training  required  of  surgeons.    More  surgical  than  medical  services  al^e 
covered  by  private  health  Insurance.     In  many  areas  of  the  country  surgeons 
perform  rela^;lvely  few  operations  in  relation  to  their  capacity,  indicating 
an  oyersuppiLy .  d  Of.  evep  greater  Import,  there  is 'little  reason  to'  believe 
that  'consumers  have  an  accurate  perception  of  the  value  of  different  physician 
services  ±p*^  improving  vthelr  condition..   To  a  large  extent  the  patient  jnust 
depend  on  the  a^lce  of  phydlclans  which  provides  the  physlcaln  with  consider- 


able potential  to  control  the  demand  for  their  services.     It  appears  that 


ave 


skills  which  seem  to  bS  of  considerably  difficulty  to 'acquire  and  which  are 
used  in  situations  where  pat;lents  seem  to^  be  faced  with  coifis^R^ablt^^ 
will  tend  to  be  relatively  highly  valued  even  though  other  seTvjjrt^fe.'^m^ 

•1,  ^  .  ^      .    .  .  A,  p    \^       ■   .     .  ^ 

greater  impact  on  the  patient*s  health.    -     '  .   :  .  -  > 

.  .  -..  ^  ^ 

,    Other  procedures  for  determining  the  distribution Lof  speciq^i^es  are  • 

"  •    •      •  .\       ■      ■  ^  ^  ■  ■ 

available  for  planning  purposes.    One  procedure  is  to  use  the  experience^ of 

largte  group  practices  which  are  responsible  for  providing  care  to  given- 

populations.     To  the  extent-  that  these.  gjroUps  have  van  incentive  td  provi<lfe 

•'  •'    ^ '  .  ■  * 

good  qualitjy  care  in  ah' efficient  mannei*.,  one  would  expect  them  to  u3e  ah 
efficient  distribution  of  japecialists .     However,  they  are  fi^ed  with  relative 
income  patterns  of  physicians  determine^  outside  their  system,  the,  relative 
shortages  of  the  <?verall  system  for  physicians  in  certain  specialties^,  and 
physicians  trained  in  the  general  pattiems  of  care.-  Morever,  the  prepaid  > 
group  practices  which  are  usually  -used  for  comparlsions  have  memberships 
which  vary  in  demographic  and  socioeconomic    characteristics  from,  that  of* 
the  general  population  aigid  Jthey  do'nbt  have  certaiil  specialists  on  tfieir 
staffs  but  purchase  their  services  when  need^. 

Nevertheless,  information  from  prepaid  group  practices  (io  prdvide  a 
baseline  for  comparison.     The  distribution  of  physicians  in  six  major  pre- 
payment groups  with  analogous  physician  to  populatidn  ratios  for  indiyidual 

I  '  ,  ( 20)       v  ' : 

states  was  recently  reviewed  by  M^son.^         The  prepaid  groups  Included  the 
relatively  s"iall  Puget  Sound  and  Sroup  Health  Association  programs,  several 
of  the  Kais^er  Permanente  regional /groups ,  and  the  HIP  program  of  affiliated 
groups.     Each  ^f'the  sample  groups  had  one  internist  or  family  practitioner^ 
for  between  each  2,000  and  3^000  enrollees  in  the  prepaid  p^^ctice.    ?;or  the 
whole  country  there  was  one  f^ur  each  2; 100  population.    Thfe  plans  generally 


had  greater  physlctan/popuiatl^n  ratios  for  dermatologiats,  .obstetrlciihs  and  ' 

gynecologists,  and  pediatricians  than  the  median  state  ratio.    They  had  a 

/  ■   ••■    .  ■  .    :  •  •      ■  ■ 

lower  ratlp  for  general  surgery,  ophthalmology;  psycHlatry,.  tfnd  radiology.  '* 
*<-  ■  '■    ^  '        "  ■'  -       •  *, 

^liillar  ratios  wer^  found  for  anesthesiologists,  'orthopedists  and \ptolaryn-  ' 

gDlbgnj-sts. 

Another  method  that  has  been  used  to  determine  needs  in  dif feretijf 
specialties  is  to  ask  tor  the  expert  opinion  of  specialties  in  special  fields /^^^ 
A  more  sophisticated  approach  has  recently  been  taken  by  the  American  College 
of  Surgeons    and  the  American  Surgical  Association/^^^     They  have,  carried 
out  a  thorough,  stu^y  of  sujrgical  services  in  the  United  States  in  an  atteitet 
to  determine  ftiture  sufgical  manpower  requiremerits. 

,  A  variety  of  studies  indicate  that  although  an  ideal  or  optimal  mix  of 
specialists  cannot  be  determined,  it ^is  fair  to  state  that  there  is  a  growing  ' 
shortage  of  physicians  trained  to  provide  primary  care.    To  correct  this 
problem  the  American  Medical  Association,  the  Coordinating ^Council  on  Medical  \ 
Education  and  other  groups  have  recommended  that . at  least  50%  of  all  residency 
ttainlng  positions  be  in  primary  care.  -  , 

Primary  Care  and  Primary  Care  Specialists 

Any  attempt  to  determine  the  existing  number  of  primary  care  physi.cian^ 
"or  to  project  future  physician  supply  and  requirements  is  complicated  by  the 
fact  that  most  physicians  in  private  practive  are  providing  some  primary  care* 
services.    The  recent  National  Ambulatory  Medical  Care  Survey  revealed  that 
40.4%  of  all  office  visits  were  made  to  general  practitioners,  26.3%  to  med- 

ical  specialists, -28.5%  to  surgical  specialistsr  and  4.'9%-to.  all'  other  special- 
(26) 

ists.  As  fecently  as  1969,  almost  60%  of  physian  visits ° (other  than  those 

6y  physicians  to  hospital  inpatients^  were  to  general  practitioners  and  less 


thian  20%  were^to  intemi8t$,<  pediatricians  and  other  medical  specialists. 
Although  -the  tncjeased  demand  for  ispecialis'ts  accounts  fpr  part  of '  the  dis- 
placement* of  general  practitioners  by  specialists  ^  In  spme-^areaa  it  is  also 


related  tb  the  relative  scarcity  of  primary  care  physiclantf,  particularly 
general  and  family  practitioners.    These  areas  may  have  a  relative  oversupply 


of  surgeons  and  other  non-rprimary  care'  specialists  ^who  often  provide  some 
primary,  care  servitzes.'  «       '    ^       «  •    '  '  . 

.  A  siirvey  published  .by.  Medical  Economics  .of  physicians  in  ten  specialties 
revealed  that  three-fifths  of  those  wurVeyed  were  doing  Bome^^2J^x>4e4^ce3^ 
outside  of  their  field.     Seventy-five  percent,  of  the  specialists  In  rural  areas 
were  providing  primary  care.    Perhaps- the  moat  interesting  findings' of  ^he 
survey  were  the  reaisbns.  why  c^rtafn.  groups  of  specialists  ^chose  to  provide 
primary  care.    While  some  physlciana  felt  it  was  essential  tb  maintaining 
their  ability  and  stature  as  "cbmplete'Vp^^^^  others  we're  motivated 

more  by  economic  factors ...  Young  specialists  who  are  not  yet  fully ; established 
supplement  their  practlcies  with  primary  care.    Older  specialists  who  are  , 
phasing  down  their,  practices  subsiti^ute  pt'l^ry  care  f  or  ^ome.^more .  Jemandirfg  . 
procedures.    Physiciafis  in  ovjersupijlied' s^^^ialties  often  expand  the  primary*" 
care  component  of  their  practices.     Faced  wlfh  the  threat  of  malpractice,'  \ 
aome  specialidts  prefer  providing  prltaary  cari'iyco  performing  high  risk  >  • 

,  •  '  •  •  .      '  *  .      ■"i^.  •  •    ;  -^i^^K 

procedures .  '?  « 


-Although  these  specialists  may  be  meetiiig  soiiei  primary  care  ^eeds,  this  . 

informal  system  bf  primary  care  shou]|.d  not  be  perpettiated.  >'rhe  focus  of  '  * 

specialty  training  is  inappropriate  for  primary  care;,  and  primary vcare  by t  ^ 

specialists  raises  the  cost  of  services  to  the  constimer.             '    *    .  '      %  • 


-  The  term  "prlmarjS^  care  physician*'  still  creates  a  significant  amoun^'df  v 
confusidn  and  therefore  must  be  clearly  defined.     Often,  "prl^n^^T  <^are  . 


pKysicians"  is  equated  with  fatally  practltionjer.    Primary .care  is  not,  however, 

exclusive  to  the  trainljp^g  'and  skills. of  the  family  phy&iclan.  Legislatioii 

• ,  •    *  ■  .  ^  '  '  ' 

to  encourage!  the  training  of  primary  care  physicians  should  limit  its  defini- 
tlon  to  general  internal  medicine,  general  pediatrics  affd  .family  practice.      «  ^ 
Itf  is  often  sugges^ied  that  obstetrics  and  gynecology  be  included' in-  the 
definition  of  primary  care.    Many  obstetrici^n-gynecologi-sts  ar6  providing  • 
excellent  primary  care  to  >thdir  .^patients. ^    The  central-- focus  of  their  ttaining,* 

pt  '         ^  '  .    ,  ^  \^    ■         ^  ^'  V  *  ■ 

"    however,  is  maternity  care  and  surgical  eMerlence  rather  theni  ptimary  c aire., 
Considered  within  *the  context  of  a  general  framewgrk  for  8«(jf<>d^p#l1bary  care 
^       .training,  obstetrics-gynecology 'and  other  specialties  which  are  sometimes     '  - 
identified  *as  prljnary  care  do  not  meet  the  requirements. 

JPhyslclan  Specialization  in  Qati'fomia  *       •  '  '  •  . 

.  At  the  present  tinie  44%  of  all  active,  U.S.  non-federal  physicians  are' 

'  in  the, primary  care  specialties  o£  family  practice,  general  practice, 

f  •  ■■      ,  .  ■ 

pediatric^  and  internal  medicine.     In  California,  in  Decenfcer  1975,  36.0;S  of 

^   all  active  non-federal  physicians  were  in  these  primary  tare  spe^alt'ies. 

•«  The  steady  decline  in  the  fiumber  of  general  practitioners  .during  the 

^  •  past  40  years,  without  a  commensurate  rise  in  other  primary  ^care' specialists!^ 

:  ^   has  reS'Ulted  in  the  current  low  ratio  of .  primary^  care  physicians' tON|)opulation.* 

,.,-■"-■■■»'"■.  •     ,  -    *    ■'    .  »  ' 

■Between  JL 9 31  and  0.973,  the  nuuier  of  general  practitioners  and  family  prib-  \ 

'  K  ■  ■     ^  ■  ■■ 

r.'  tltloners  declined  from  112,000  to  58, 000 is-^f^ In  relation  to  pBjbuiatioxi  they 


^  declined ^from  90  giBneral^ractitioners  p^r  100,000  popi^latl^on  in  1931  to  •27'. 9 


per  100,000  in  197>.    The  increase-In  pediatricians  and  internists  in  the' 


same  period  raised  the  number  of  primary  care"  physicians  in  their  s^pecialti'es 
and  In  family  and  general  pradtic^  to  115 ,000 ,  or*  55 .2/100,000  population  Iti 

/    •  .     ■    '    ^       .  •       ^  'r 

i973.     (See  Tible.  IV-19.;)        ».  ;    '    .  ^ 


25. 


O  ■    '  :•    '    •  .241       ^^IH  -. 

ERIC  V      '  : 


TABLE  IV-3.9.     NUMBER  OF  pMmARY  CME'^HYSICIANS  In'tHE  U.S', 


General  Practitioners  &  ^ 
 Jili^J.                    Family  Practitionerar 

General  Practitigners  Plus  -  . 
Other  ^Primary  Care  Specialiats*' 

• 

•      '      '  ~  Number 

.  Mo/f^opulation  Ratio 

'Nuinber 
117,000 

■ MD/Populatlpn  ■Ratio 

'1931      .  ll>,00p". 

90/100,000 .  ® 

94/100,000-- 

1973  58»000 

27r9/l6o,000    /  1^ 

115,000 

:     55. 2/100*,  000 

*  Internal  medicipe  and' pediatrics 

— — — ' '  :   .  ^  '         ^  • 

! 

/   *  ?•"•■•» 

Sources;    OverpeckV  Mary;  Physicians  in  Family  Practice  1931-67  ;iPubH,c 
Wealth  Reports  85:485;  Jtlne  1970.  -  "  , 

^-  '^  )   •  '  ■       V   ^     ■"  ^  •  ^■ 

Nat4.onal' Academy  of  S'ciences/Institute  of  Me#cin«;  Social  . 
Security  Studies,  Interfm  Report:  Medicare-Medicarfd  Reimbursing  . 
/  Policies:  Effects  on  Teaching  Hospitals,  Physician  DistributioBi< 

andForelgn  Medical  Graduates :  Washington,  D. 07;  National  Acadl^^ 
*  .  .   qf  Sciences;  Match  1967;;  p.  57.     >        \  \ 

,    ■  J  '  *      .    * '  .  ♦ 

.  Although  the  total  number  of  physicians  in  the  United  States  increased^by' 
■  ■■         ■'*  ^. 

90,000  (33%  between  1963  and-  1973)  the  number -oT  primary  c aire  physicians 

,  -     ,         -  ■       .'        -   ^       .  .      .  ^     ^  . 

>increased  by  only  10,000  (8%).    Whereas  primary  physicians  constituted  46%/ 

'Vt-  .  '  ■  ^  ,  ^  ■  '  '  ' 

of  all  physicians  in  1963,  by  1973  they  constituted  only  38%  of  the  total. '-^A'^ 

similar  trend  has  occurred  in  California.     Between  December  igrB4  and  December 

1971,  the  nui^er  of  active  non-federal  fjrhysici^ns  increased^y  almost  7,000 

<^  ,  ^ 

from  29  ,144  to  36,016  while  the,  number  o'f  primary  cj^re  phy&idi&ns  'increased^ 
about  400  from  13,491  to  13,880.    The  result  ^as'tflat  the  percent  of  active 
non-federal  physicians  in  primary  ca^e  specialdt'es  in  California  declined 
fr-omv46.3%  to  38.5%  during  this  period:"'-''^     The  decline  in  the  relative,  percen- 
tage  (^t  primary  care  physicians  continued  through  1973.     In  spite  of  thig 
^relative  decline  California  had  one  prfmar]§  care  physidian  (ex^udin&  sub- 
jipecialttsts)  for  ^kch  1^516  ptersons  in  the^State  in  1973,  or  66  primary  care 
physicians  per  100,000  population.,  C^ifx>rnla  had  7^193  persons  per  general 


V'    ...  ^ 


surgeon;  7,995  persons  per  psychlatl8Est;.|  14,175  persons  fer  prthopedl'c 
surgeon;  and  58^1525  persong  per  neurosurgeon.    In  all  of  these  fields^  as  Wfell  * 


jas  most  others,  California  rankedSr  among  the  Vop  states  with  respect  to  physi-*"* 


cian  to  popul^iott  ratios.  IS 


a         California  had  9.7%  of  the  United- States  population  fh  1973  but  12.6% 
of  the  patient  care  *'physician^,  w^re  located^^here.    The  ratio  of  i»t)atient  care, 

^  "       ^  •   <      *  ->  ^;  •  .  ,       ■ ' 

physicians.  (i-ncLvidea  of-fic^  based  practitioners,  intexmS  and  residents  as  well 


aa  hospital  based  practit^<mg:s  riot  engaged  primarily  in  research,  teaching 
or  administration)  to  l*5o,OOC[  population  was  168  for  California  and  130  foj 
the  tptaj.  United  Stateis.  ^Nevertheless,  wi^h^n  the  State  ther#  is  consider;^ble 
variatljgii  in  the.  availability       both  primary  c»re  and  splciafist  services 

and  th'e  Question  persists  as  to  whether" the  speci'i^fy  distrib^ion  is  otplmal, 

^'  '^^^    .       [      ^     ^  — 

given?  t^  aggregate  number  of  ^physicians*  '  ^  * 

■   ^-      ■  '     A  "  *  - 

A  study  by  the  California  MeSical  AssociaHton,  several*  years  ago,  used 

/    ^    ..      J  a   "  ^        ^  \ 

severaj.  methods  to  estltaate  tRe  adequa'ilSy  of  ptj^^sicialr  supply  by  specialty  and 

*  .  -"fe     ...      '  ,  I 

concluded  that,  the  overall  supply  of '  phys^iaLns  was  adequate ,^the  supply  of 


most  specialists,,  was  ntore^han  adequate,  buf  thfe  ratio  of  primary'  care  phyfii- 

"  (17)  ^ 

cians  to  population' was  prpbably  below  the  optimal  ^^«vel.  ^      ■    ^     ■         ^  W 


The  report  concluded:  '      ^  .  » 

"""Both  nationally  aicd  In  California , emphasis  is"^  appropriately 


being  placed  on  augmenting  the  supply  of  primaiy  ca«"e  physicians,  ^ 
since  available  measures  show  that  the  current  distribution  between 

these  two  basldl  types  is  in  reverse  of  what  objective  criteria 

.  .  (27)  •  '1^  . 

calif  for.        •  ^ 

■         '  ■ 

We  have  estimate^  the  supply  of  physicians  by  specialty  fojr  California 
for  1980  and  1990,  using  national  data  and  assuming  that  California  will  con- 

^  243  o  ^» 


tlnue  to  attract  physicians  as  it  has  in  th^.^  past  and  also  assuming  that  the 

patterns  of  specialty  distribution  in  California  will  continue  to  closely 

-  ^  (  4 ) 

vT^semble  the  national  patterns'.      -       The  calculations  are  based 

.  on  recently  revised  supply  projections  hy  t^he  Department  of  Health,  Education,  / 

an4  Welfare.     The  revised  projection  was  based  on  the  ^recent  fchanges  in  resi- 

*  \  '      ■  .  .'       .  '   .,    ■  ^' 

dency  training  with  increased  numbers  in  family  practice,  internal  medicine, 
and  pediatrics.     The  revised  projections  increase  thie  number  of  famlLy 
practitioners  by  3,700  in  1980  and  8,180  by  1990',  while  the  number    of  " 

internists  is  increased  by  approximately  1,200. by  1990  and  the.  number  of 

■  ■ "      .  «i  . 

pediatricians  by  almost  2,490.    The  .revisions  in  the  DHEW  projections  ill- 

.  .  J.  .  . 

ustrate  how  sensitive  these  are  to  changes  in  residency  training  policies.- 

*"■••»  ...  .  .  ^  A.  • 

'  .  •  ■      .     ^  *  v 

Our  projections  ar^  based  on  these'  most  recent  DHEW  projections  but  are 
equally  subject  to  change  with  changes  in  residency  trafning. 

^    Ou*  projections  for  primary^ caare  specialists,  California  was  as  follows:  « 


t 

General  Practice. 

•         \^  - 
Family  Practice^  - 

.  -^v     •  ^  r 

Injern^  Medicine  ^ 

Pediatrics 


1970  ■ 

1980 

1990 

7,314  • 

5,611 

4,3^6 

^    22fr  ■ 

)  784 

1,503 

'.V 

--.  5.024 

6,785  • 

f0,122 

•  2,258 

3,202  • 

4,764 

%  •  •  w  .. 

Figures  recently  made  available  by  the  American  Medical  Aseociation  ?, 

ftlustrate  why  projections  made  at  thi^  tim6  must;  be  considered  very  tentative. 

i^'   According  to  the  AmA  the  percentage  of  U.S.  medical  school  graduates  choosing  a 

^-  ■ 

-         first  year  position  (internship  or  first  year  residency)  in  |,pproved  and  matched, 
primary  care  training  programs  ^in  T.9 68  was  liess  than  4^%.  ^  By'  1973  the  percent 
tage  had  risen  to  inore  fhan  50%  and  in  1975  it  was  62%.    The  approved  and 
*    matched  positions  represent  85-^0%  of  all  first  year  positions.     If  these 

increases  are  sustained,  our  projections  will  b^..  iow^ 

'•.*■'  •  . 

.     .  ■  ■  •  ^  >  ''     w  ■        \  .       ■  '    "  ' 
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Specialization ^and  Physician  Location      ,  n  ,  / 

•^  Specialization  complicates  the  problem,  of  geographic  maldJLstribution 
because  specialists  and  subspecialid^ts  ^tend  to  settle  in  areas  of  large 
population  com:entrations.     This  tendency  is  reasonable,  since  these  pKysi-   '  ' 
clans  need  to  serve  a  considerably  larger'  population  than  that  of  jbhe 
prlmaty  care  physician  if  their  services  are  to  be  utilized  effectively.  ^ 
It.  has  been  observed  in  studies  of  both  geogrphijc  and^  sjJecialty  maldistri- 
bution that  communities  seeking  physicians  are  often  seeding  a  primary 

care  pljysician  while  physicians  seeking  practice  locatipns  are  usually 

*  ,  .  ♦  *  •     ■  ■      •  . 

specialists. 

••    '  > 

.  » 

To  retain  access  to  sophisticated  services  and  consultant  opportuni- 
tieis,  specialists  are  attracted  to  areas  near  medical  schools ,  teaching 
hospitals  or  large,  well^equipped  and  well-staff ed  community  hospitals. 
General  practitioners  and  family  practitipners  aire  more  attracted  to  towns 
of  1,000  to  10,000  population  than  are  interiiists,  pediatricians,  or 
.    other  physicians  provi^ding  primacy  oare  services .  ' ^'^^^     The  tendeitcy 
,     -for- general  practitioners  to  have  a  relatively  heavier  distribution  in  ' 
-    areas  with  smaller  populations  has  long  existed,.   (See  Table  III-2  &  3,  pg.  136) 
The  patterns  of  the  1950's  and  even  eayrlier,  periods  are.still  evident  in 
in  the.l970's.         '   -  * 

•      study  by  Paiva  and  H^ey  JLn  1971        and  a  recent  report  from  the  *^ 


University  of  Missouri,  indicated  that  medical  students  who  intei^ed  to 
becbme  general  practitioners  were  more  likely  to  have  come  <f rom 
less  than  10,000  population  or  from  rural  ateas^than  were  th9se'  seeking 
a  specialty.     Data  on  physicians    in  Califorr^nofevealk 'the  inclination  * 
for  internists  and  pediatricians  to  settle  in  metropolitan  areas;  In 
contrast  ^  Calif  omia' s' general  practitioners  are  more  evenly  distribuf'ed 
in  relation  to  the  statE*s  ipopirl^tion. 
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TABLE  IV-20 


NUMBER  OF  ACTIVE  NONFEDERAL  PHYSICIAIis',  TOTAL  POPULATION 
AND  PHYSICIAN/POPULATION  RATIOS  iBY  TYPE  OF  AREA,  CALIFORNIA 
■     DECEMBER  1^63  AND  DECEMBER  1971 


ON 


December  1963 

December  1971 

Percent  Increase 

1 , 

T«»«kA                  A  MAM 

lype  Qi  Area 

i^hy'sicians 

ropuiation 
(000)  . 

Ratio  ',| 

Physician 

Population 
(000) 

Ratio 

in  in 
physician-  ratio 

Major  Metropolitan 

■  23,182 

13,428.6 

172.6 

29,920 

15,379.1 

194.5 

■  29.n 

11.11 

.Other  Metropolitan' 

.t 

3,561^ 

2,983.1 

119.4,, 

'4,803 

3,504.3 

137.1 

34.9 

14.8 

Counties  Adjacent  to 
Metropolitan  Areas  ' 

666 

693.2  ' 

'96.1 

819, 

,  786.7 

■104.1 

'23.0 

8.3 

Isolated  Semi-Rural 
'  ■  .» 

•  591 

.'  564.8 

104.6 

6«6  • 

'  609.6 

112.5 

16.1 

7.6. 

Isolated  Rural 

-  73 

99.8 

73.1 

,  .  101 

114.5 

88.2 

38.4 

20.7 

State  ^tal 

28,073 

17,769.5'' 

158.0 

36,329 

20,394.2 

•5 

.178.1 

29.4  . 

:  12.7 

1  ■  1     ■  ■'       ■  ■ 

Counties  included  in  each  classification;  ' 

Majof  Metropolitan: .  Alameda,  Contra  Costa,  Los  Angeles,  Marin,  Orange,  San  Diego,  San  Francisco,  San  Mateo, 

'Riverside,  San  Bernardino,  ^anta  Clara.        /     '  ,    '  < 

■  Other  Metropolitan:'  Fresno,"  Kern  ^Sacramento,  San  Joaquin, , Santa  Barbara,  Monterey,  Napa,  Placer,  Solano, 

Sonoma,'Stanislau3,  Ventura,  Yolo.  , 
/djacent:  .Amador,  Calaveras,  El  Dorado,  Kings,  Madera,  Merced,  San  Benito,  San  Luis  ObispQ^  Santa  CRuz, 

Sutter,7ulare     .     •  .  ^  ■  ,  / 

Isolated  Semi-rural:  Butte,  Colusa,  Glen*,»umboldt^  Imperial,  Mendocino,  Nevada,  Shasta,  Siskiyou, 
,     Tehama,  Tuolumne,  Yuba, 

Isolated  Rural:  Del  Norte,  Inyo,  Lassen,  Modoc,  Alpine,  Lake,  Mariposa,' Mono,  Plumas,  Sierra,  Trinity.  •  ' 


ArCE: 


iff.  I 


Division  of  Socio-Economlcs  &  Research;  Bureau  of  Research  Planning;  California  Medical  Assoc. ;  ^ 
'  Socio-Economlc\Report  Vol:'  XIII,  No.2;  February'  19'73;  p.'3.  ■    ■  | 
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The  maldistribution  of  specialists/in  Citllfornla  is  part  of  the  broader 
probl^in  of  the  geographic 'maldistribution  of  all  phy3icians.    The  ratio  of  l-j^i 
activB  non-federal  physicians  in  California  raaiged  from  a  high  of  565.8 


physicians  per.  100, 000.  population  in  San  Fran^iscq  County  to  a  low  of  38.0  ■ 
In.Modoc  Comty  in  1975.  '  TKe'  statewide  ratio  was  203.5  active  non-feder 
v^.hysic^a^  .  ,  - 

■yiie  .incfe>^ei:n  oF  physicians    moving  to  California  and  grsi^a^*! 


-  from'its  inie'd^cal^^^^s  beti/een  196^  and  1975  resulted  in  substantial 
imgitdvement  in  the  ,availabtiity  of  pl>ysicians  in  all  areas<\6f  the  state,  . 

-  f  r,bni  m^j or  me trqpVlitan  ;to  ^isolated  ;areas .    (See  Tables  JV-20) 


v  "  V- 


if 

v.. 

■.«• 
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TABLE  IV-21 

ANTICIPATED  NATIONAL  HEALTH  SERVICES  CQJRPS  SITES 
IN  CALIFORNIA  FOR  FISCAL  YEA§  1976/1977 


Site 
Livingston 
Etna 

Downieville 
^Gueneville 

Banning 

Bishop 

Broifns  Valley  * 
Orland 
Vac||^lle^ 
Triiiidad:  'V 
'Hollister 
Dixon 
Lamont 

Lucerne  Valley 
Soledad 
Rio  Linda 
Baker  r 
San  Joaquin 
Needles 


County 

Merced 

Siskiyou 

Sierra 

Sonoma 

Riverside 


,  Inyo 
VYuba 


Qlenn 

Solano 

Humboldt 

San  Benito 

Solano 

Kern 

San  Bernardino 
Monte^^y 
Sacramento 
San  Bernardino 
Fresno 

San  Bernardino 
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Calif onjia  cities  and  counties  that  are  anticipated  sites  for  the  , 
National  Health  Service  Corps*  in  1976  include  a  number  of  small  towns  in 
these  short  supply  areas.     (See  Table  IV-21)  .  All  of  the  physicians  who 
will  be  assigned  will  be  in  primary  care  specialties. 

Preliminary  data  based  on  'telephone  interviews  of  physicians  office 
staff  in  1973,  1974,  and  1975,  provided  by  Dr.  Philip  Held  of  Mathemati^ca, 
indicate  that  new  patients  wishing  to  see  a  physician  have  the  longest  *  . 
waits  in  the  Sacramento ,  Fresno  and  Bakersfield  standard  metropolitan* 
statistical,  areas ,  while  the  shortest  waits  were  in  San  Diego,  Oxnard, 
Anaheim,  San  Bemadino-Riverside  and  Los  Angeles.-.  Despite  relatively  low 
physician  to  population  ratios^^in  some  of  these 'areas  (e.g.  Anaheim,  San 
Bernadino-Rlverside,  Ojcnard)  the  producti^ty  of  the  physicians  were  such 
that  they  were  able  to  handle  'the  patients  without  delay.     A  similar 
pattern  was  also  found  for  the  waits  by  (established  patients.     It  is  clear 
that  the  capacity\pf  physicians  t J  meet  the  demands  of  patients  is 
greater  than  that  which  had  been  Estimated  in  the  past  and  that  which  is 
not  always  relate^d  to  physician  -  population  ratios.     Oqe  factor  appears 
to  be  the  total  npmber  of  general  practitioners  or  family  practitioners 
and  their  importrance  as  primary  care  providers.         ^  ' 


.  TABLE  IV-22 


r 


AVERAGE  .NUMBER  0^  OFFICE  VISITS  PER  WEEK  BY 
SPECIALTY  Ajn)  LOCATION~1973 


0 

Location 

Sf)eclalty 

Total 

Non- 
Metropolitan  ' 

Metropolitan 
5O.0O0-999\999  1. 

000.000+ 

Total 

'97.9  ■ 

'  127.5  " 

102.7 

" '    Q  A  O 
Y    OH  .  Z 

General  Praictlce 

145 i5' 

162.8° 

149.3 

iZ  J  .  H 

internal  Medicine 

79 . 4 

90.0 

87.5  • 

73.0 

^V^gery 

81  il 

\91.5 

85.5- 

74.0  " 

Obstetrics  and 

4 

Gynecology 

98.4 

109.5,  ' 

106.1 

98.8 

Pediatrics 

134.9 

151  ."3., 

149.9 

121.9 

Psychiatry 

36.3 

29.0 

^0.6 

35.0 

Radiology 

92.6  ' 

f 

84.1  , 

107.0 

81.5 

'Anesthesiology 

7.5 

•c 

•  ia.8 

11.1 

1.5 

Other 

95.4, 

92.5 

102.2 

91.6 

SOURCE:     American  Medical  Association;^ Center  for  Health  Services  Research  and 
Development;  Profile  of  Medical  Practice  ' 74 ; 7  Chicago ;  America, 
Medical  Association;  1974;  p.  183. 


^  specialization >  Demand  and  Utilization 

The  Increjased  demand  for  specialty  servlc^es  Is  a  major  factor  In  the  . 
decline  In  the  number,  of  general  practitioners  during  the  past  forty  years. 
Urban  and  suburban  residents,  particularly  individuals  in  the  higher^ so^lo-  ' 

.  economic  groups,  have  sought  the^  care  of  specialists.     As  stkted^earller,- 
a  recent  National  Ambulatory  Medical  Care-Survey  Indicated  thfi^  26, 3%  of 

^►all  office  visits  were  made  to  medical  specialists,  28,5%  to  surgical 

spebi?allsts.  Including  obstetricians  and  gynecologists,  and  4.9%  to  all  - 

.       (26)  "i^  •    '  ' 

other  specialists.^'  It  appears  that  the  increased  demand  for  specialists 

.■    ^  ■• '  ■    '  -■  ;       .  .  ■ ' 

as  well  as >t he  relative  scarcity  of  primary  care  physicians  in  some  areas, 

.  ..    .  . .  ^  ^ 

explains  in, part,  the  displacement  of  general  practitioners  by  specialists^:'. 

It  is  difficult  without  more  definitive  data  to  assess  thje  Impact 
of  a  shift  in  the  provision  of  prfinary  care  ftom  general  practitioners 


to  intemists.     Genera],  practitioners  and  internists  often  have  a  different . 

■*  •         '    ■  •    .  'J/  " 

style  of  practice  and,  even  In  similar  settings ,  general  practitioners 

se^  many  more  patients  per  week  arid^  per  year  than  do  Internists  •   (See  Tab  IV-22) 

This  greater  patient  load  m^;^  reflect  a  larger  percentage  of  Infants  and  / 

chi'Ojren  ,ln  th^  general  practitioner's  practice*     It  certainly  reflects 

fewer  hdspttallzed  patients  and    proJ)abJ^  few  ambulatory  patients  with  v^s^ 

cbmplex  medical  problems.     A  future  shift  from  general  practitioners  to 

internists  might  increase  the   projected  primary  pare  physician  requirements 

substantially  or  it  might  lead  to  the  Increased  ase  of  physician  assistants 

and  nurse  practitioners  working  with,  intemists.  and  pediatricians.    Th.ese  ; 

developments  might  also  actfjelerate  the  decline  in  solo  ptactlce  and  the 


growth  of  group  practlce*y-^v 


4 
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TABLE  IV-23 


.    ORIGIN  OF  INTERNS  AND  RESIDENTS  IN  CALIFORNIA:  1974 


ORIGIN                               .     ,  . 

INTERNS 

RESIDENTS 

TOTAL 

f 

California  M.D.  Graduates. 

402 

1,348 

1  t^SO 

27.9% 

Other  U.S.  M.D.  ^Jraduates 

"  903 

"  J) 

3,216- 

4,119  / 

^5^5, 6% 

^nada  M.D.  Graduates  / 

'/ 

22 

63 

85  • 

.  1.3% 

Foreign  M.D.  Graduates 

^50 

276 

326 

.  5l2;:', 

>  ■ 

TOTALS, 

■  ^  — —  '■ — 

4,903  V 

6, '280 

r 

100.0%  . 

SOURCE:  IaMA  ttepartment  of  Undergraduate  Medical  Education  and  the 

yAAMC  Division  of  Opeipation'al  Studies,  "Undergraduate  Medical 
.  Education'^  JAMA,  234;    1,358,  December  29,  1975 


<l'     Restdencv  Training;    As  of  Decembfer  1974  theye  werf;  4i,038  U.S.  medical 
graduates  serving  as  interns  or  residents.    Of  these/'l5;958  or  41%  xemained 
In  tl)e  same  state  in  which  they  received  their  medical .  education.  California 
'at^that  time  retained  aij^proximatety  44%  of  its  M.Q.  graduates  for  graduate 
y.  training,  Indiana  retained  52%,  New  Yorie'  4j9%,  and  Texas  55%.     Overall,  in 
.  I  December*  1974  California  was  training  a  total  of  6,280  interns  and  resideqts^^^ 
which  represented  10.5%  of  the  Unltfed  States  total*.     A  breakdown  6/  the  ^ 
resident  origin  o^  these  interns  and  residents  is  provided  in  Table 


An  'analysis  of  Table  IV-2 3  "clearly  shows  thkt,  although  California  retains 
approximately  44%.'of  its  M,'d.  graduates  for  internship  or  re'sidency  trairiihg 


only  27 ,9%  of  the  training  slots  in  thi^s  state  are  Qccy^l^|^7%  Calif orniaasi 

icy  and  i^aJ^Ci^^  .  * 

positions  in  t^he  state  of  California  are  occupied  by   ""o^^^t-state  students - 


That  is  to  say,  two-thirds  of  all  the  residenc 


Canadians  or  foreign  medical  graduates. 


J 
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TABLE  IV-24 


BREAKDOWN  OF  CALIFORNIA  PRIMARY  CARE,  RESIDENCIES' 
OFFERED  BY  SPECIALTIES  ♦  ' 

COMPARISON  1973-1975  ? 


f 

i973 
Residents 

>  Percent  of 
Primary  Care: 

V 

 ;. 

•  "  1975 
Positions^ 
Offered  '■■ 

1                                 ■            ■  — "  " 
1 

Percent  of. 
Primary  Cke: 
Total 

t 

^  UL— : — 

Differentitrl* 

n              ■  1 

— >^  ' — »^ 

^P^rcit. 
,  Differential 

K  PD 

Totals 

198  ■ 

854 

299 

•  64 

22  ■ 

332  . 
1302 
i  507  . 

,15  . 
.  61 
24 

134  .  ' 
448.  . 

... 

69 

135l"^ 

2141'^'"*  * 

I 

y  790  5^ 

^ilf^, — — 
58 

,  ■  'I  SOURCE:  1975  California  data  taken  frop  AMA  Directory  of  Approved  Residencies  for  1974-1975; 


J973  California  data  taken ^from  Distribution  of  Physicians  in  the  U.S.,,  1973,  kerican  Medical 
Association  (Chicago,,.  19'^4). 

'I  '  ■  ' 

*Dl'fference' between  posifions  offered  in  1975  and  Residents  in  1973» 


'I 


■The .primary  cpre  residencies  offered  in  July  1975  were  790  greater 
than  the  number  of  residents  in  those  •specialties  in'December  1973.  ^ 
Information  on  the  three  primary  car^specialties  reveals  that  the  difference 
for  -family  and  general  practice  was   134.  a  68%  differential.    The  difference 
was  448  (52%  for  internal  mediae  ai^d  208  (69^)  for  pediatrics.   (See  Table  IV-24.) 

The  importance  of  internal  medicine  as  the  most  significant  primary 

care  specialty  is  evidjn^  bn  examination  of  the  data  in  Calif omia,"  where 

■  •    .     '  '      ■■■■'-•-■'ff:';^'-".:'  ■'  "  ^  ■  ' 

internal  medircine  re^'fei^an'ts^  over  60%  "of  the  primary  residents.  , 

*     ■  r   '  •  ■ 

_^     Thq  rapid  increasfifrvln  the '^number  of  residents  in  training  in  primary' 

care  in- €ali-f omia  is  also  found  nationally.      (see  Table yt^25  . The  no .  of  U.S.  aLd 

•  Canadian  graduates  entering  primary  care  residency  draining  more  than  - 

doubled  between*  1968 -knd  1974,  from  2,568  to  5,9-90;  as  did  the  total  nvifiber 

of  primary  care  reisidents  (fr6tn  3,845  to  .7,765).  ^    N  ^ 

The  eight  years  from  i960  to  1968..9^only  a  relatively  small  increase 

/       •  .    .  ^  . 

'  in  primary  specialpies .  -  First  year  positions  in  internal  medicine    .     .  " 

increased  from-2,193  to  2,589  an-d  those  ih  pediatrics  increased  from'^95^^ 

to  1,098,  while  the  nijimber^^^^^^^^  practice  declined  frpm  364  to 

'256.  The  total  g^n  w^'s^^ly  49 5  compared  to  the  gain  of  3,922  between 

196S  and  1974.  '      ^  '  ;  '    •  '  ^ 

,  In  .contrast  to  the  Spid  ■-increase  in  the  ni^b^er  of  first  year  positions' 

in  primary  care  s^jecialg^s  since  1-^68,  .first  year  positions  in  general 

stirgery  and  ot^er  surgical  specialties  have  increased  from  4,005  to  only  .  " 

4,852.  /21)  _  .     ^     ;  •      •        ■        '  .    •         ^   .     ■  ; 

The  rapid  change  ^  tf^  nymber  of  first  year  .positions  in  primary  care 
doesn't  guarantee  tfiat*the  f^rst  yeaf  reisidents . will ,  in  fact,  follow  a 
•caree'r  in  primary  'care""  practice .     Many  will  .enterfii^edical  subspecialties/ 


V 
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TABLE  lipis  ' 


CHANGES  IN  "PRIMY  CARE"  RESIDENCY  PROGRAMS  AND  FIRST-YEAR  POSITIONS  • 


PROGRAMS  '       ■    '^f/ FIRST-YEAR  POSITIONS  FILLEP  .    |  , 

Specialty-  '     Number  of     '*    lotallst  Year  • /Number  of  0,S.  &•    Number  of  Foreign      15  of  Foreign 
•Approved  Programfi'    Positions  Filld    Canadian, Gra|uate^  Mlcal  Graduates' 
■  '     1968  1973  1974    1968  1973  1974    m  1973  1974.  -1968  1973  1974    1968  1973  1974 

 ■  i  .,   ■     ^      .!>,'   r  *    '     ■'       •      •  :  — 

Family  Practice       - 206   232      -  '  766 '  119)*     -.  fcfl  '  ll24   .--  ^46    ^3  .     -      6  6 

' '  \       ' '         * •  '     \  . 

General  Practice     154    51    38    '254  .  176  ,157     116  *33  »  .  23     143-143   134      30    23  21 

Internal  Medicine'  419   433   422  '  258M139'  4571,  IS^i'.  3154^  3591    •788  ^^65   980      30  *  -23  21 

,  'PediatificV-  '  v  v260  ;  274  ,  '262  ■  *io02  *  169^  184^  *  ^fjl  114L  ^52     406  '  588   590      41    33  32' 

''  '  ■         •      '»      •  f  ■ 

TOTALS         ^  y833   964   954  . -3845^  6780  7767  ^25'^  ^ki  m    1337  1762  1777*    *  ■ 

^  Spurce;  Shtement  of  thd  AmerlcSntacal*^88C?Ciatlon  regardl^ig^^^^^^^ 

,,'  S  1357,  It  5546  before  th^  Sub-Committee  on "Healthj  Committee  on  Labor  and  Public  Welfare,'  U.S.  Senate. 


I 


wl^ile  i^theira.  will,  probably  pursue  careers  ia  radiology,  pathology., 


r 


logy    and  bther  fields.  '     '  ' 

«                    \    ^.  '  ■  '■  (Li  \  i       ■•         4fv  •■•••■^ 

^  ;  :  ;.Irt>.Jlis:  ^a.rller  study  of  residency  training  Weber^    ^  observed  thkt..' 

-  *  ,  ■   '  ••.  "^'-^r-vi..  f.  ■    V        ■  **.  •  i" 

•,  .    -•  .  •    •    .    ■  *  ■ 

:    .  ..-^If.  the  ayefag^  p^y.diciaif^'practicea  30"  years,  it  would  require  3.5  rpalrfentfl  - 

"  '  '\-  .\'*^     '         '  "  '(        '  •  ■'  ^  . 

#  in  training  .<:b;repj;^ce  every  100  physicians  In  a  particular  specialty.  '  He    *  * 

■  ' .'        ■-'    ■'■    '  ^•■'7".  ^'    '       v  n  '   ■  .  ■  ■'  .  ,  ■  '  ^         '   '  ■ 

*   .  :fQuttd  thap^ln'  l9'7^v  general  surgery  had;  12.2  neW  trainees  for-jea'ch  100. ^  J 

\   /    P^y^ici^s?  while  ^ the  combined  prima ty  .caViB^^^s  Internal  i* 

•  .   "     .  ■     .    ■*      «      ^»  ■  '  ^    ■'    ...    r      .  .  ■    :  - 


'  piedic^n.e,  and  pediCatrfcs  h^U  oply  4 i5.  physicians  in  training  for-everV 
.  lOQ  In^T^ctlqp  r  By  1973 -the  nijmbeT&:6f  fits t  ye^^  r^sidents^in  surgery;    '  *  ^ 
had^declined^  to  a.  I  for  eaiK  IQO  physicians  In  practice  while  there  were  '"^L 

5.J  first  ye^r- fesic^ent^;t6r  every. ;100  ,p^  general'    '  >A 

^  '    ,-      ■  ■•■   ■    .■  ■..  -; .       ■   :^     .  :    .      .       •    _    ■     ^\  ^ 

practicf^-,  ^ijtt^irnikl  mg^dicine  and 'pediatrics.  ;  '  ^  *  ^  . 

Al^^ough.^he  rapid  increase  in  fbe  number  of  family  practice  resideihiy 

position.d?;.has^*recei^^    much  attention.  It  cj^ndt  begin  to  match  the  'domiqan#  n^.  / 

role  ojjj^er^^  specialt^j^  ThiJ^ec/omes 

evidQ^inV  I^^^^^^  on  practiclrig  physicians  and  physicians  in       -  •  -  ^ 

trainingjg^^It  J.s.;true  tb4t  the  most  significant  increase  l,n  the  nuntifer  of     '    e  * 

-^^^'v  •     #  '  '  ■ 

primary  caf^rresidencies  during  the  past  few  years  was, in  f  ami:|«||pracfiLce. .   ^  ^ 


I' 


The  niltaber  grew  5fc.om^l31  filled  first  year  positions  .irv  1970  to  K6  filled^  ^ 

•first /year  positions  in  1973  to  over  1,450'  first  year  positions,  o^red  * 

■  '     '  V-  •  •  :/  •  •  ■'        ■  -       ■  ^  ■■     ■  ■  . 

for  1975^76.     The  total  ntmber  of  family  practice  and  general  practice^'    '  * 
residencies  offered  in -19^75-76  was  3,305.     Although  the  growth  has  beert* 
rapid^,  thbse  figures  still  represent  less  than  5%  of  total  available  resi- 
dency. positions.     It  is  too  early  to  predict  the  long  term  impact  of  this 
rapid  grpw^th  .In  f  amlly  practi  c1&  residencies  or  whether  it  will  continue.''  ! 

Most  family  practice  residency  programs  are  located  in  university  \ 
affiliated  hospitals,  while  only  a  few  have  beenestabliahed:^.  in  univer'sity  . 


medical  centers,  ^^^^^itical  factor  in  developing  a  ^family  p^^tice  ' 

c 
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projy^lPiii  ififc.vthe  rt^  practloj|/£aculty  df  equal  calibei:  tp; 

their  colteagued;  liti/I^^^^  primal^  care  specialties.    Rfeliance  upon  physicians 

to  accept  family  practice  factxlty  positions 

iV.s  a  long  ter^vfiA^^avd^^^^  meet^  the  inmediate  demand.  Practicing 

i,  .           ■  •                  '  •i'^-^/^--"  •    •       ■  » 

Nf^ily  physiciari€i;d^^  practitioners  have  been,  moving  into  faculty 

,  \  posit^lbna '  in  rep^^  Tl\e  ability  of  family  pract±.<;e  programs  tp  * 

:  »         Vontihju<^'  at  .a  rate  which  will  allow  further  rapid  ^ 


\  currently,  in  .residenp^^v-r^^^ 

i^s  a  long  ter^vfatv^^av  wt^ij^''^^ 


•  0 


;  exft,an3i6n''p'f  posltijjlre^  questionable. 

'^P  Aii4i^tt^n |a!culty  recruitSbnt  problems,  faced  by  family  practice 
f«    ^vA^^^^^^^^  number  of  curriculum  and  administrative  issues 

-       '  '^alt  resgwStt  example,  will  departments  or  divisions  of  family 


practice  hav^^rfu3t4;v  inpatient  care  of  selected  patients? 

..     '    I|aii,l^ticlr^^o  will  be  conducted  in  ot^er  departments ,  such  as 

sv.:*       ji^jt^^  and  gynecologx  arfd  surgery?    While  these  programs 

;  ^     ^'f^^^  undoubtedly  continue  to  develop,  there  is  little  likelihood  that 
^         rapt^d  Q^pansion  of  family  practice^'residencies  would  fill  the  gap  in 
rimary  cfa**re" created  by  the  decline'* in  general  practice. 

^  Fajjily  gractice  programs  must  .develop  in  concert  with  programs  In 


th§  other  primary  care  specialties  if  the  feoal  of  having  50%  of  graduate, 
medical  students  become  primary  care  specialists  is  to  be  achJ^ill^ed.     This  ^ 
t  '  .9  point  becomes  even  more  obvious  when  one  considers  that  training  positions 
•in  internal  ^nedicine  represent/    neajrly  60%  of  all  first  year  and  total 
•primary  care  training  positions,  followed  by  pediatrics  (26%)  and  general 
and  family  practice  (14%),     E^en  if  obstetrics  and^ gynecology  is  added  to 
the  list  o^  primary  care  Specialties,  it  does  not  significantly  modify  the'  , 
role  of  internal  medlh^ne  as  the  domln^t  prtmary  care  speqialty. 
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TABLE  IV-26  :f 


f  ■ 


NUMBER  OF  ACtlVE  PHYSICIANS  (M.D.)  ENGAGED  IN  PRIMARY  CAKE:  ACfAL  im  AND  1970;  PROJECTED  1980  AND  1990 


— .  .  .  

Number  of  physic^s  (M.D.) 

1  » 

\ 

Percent  distribution 

^  . . 

Activity  and  specialty 

1963^ 

V 

1970. 

1980  ^  1990 

1963 

- 

1970 

1980 

199a 

•   Total  active  physicians  , 

■  261,730 

311,200' 

430^240  571,030 

.  100.0 

100,0 

100.0 

100.0 

Physicians  in  primary  care 

125.530 

137,520 

178,U0  226,150 

48.0 

44.2 

41.2 

3^..3 

N3 
O 

,0 


General  practice  » 

66,870 

56,260 

47,210 

■36/700 

25.6 

18.1 

10.,9 

6.4 

Family  prpice 

N.A. 

1,690 

'2,920 

■'  4,450  ■ 

t 

0.5  , 

0.6 

Internal  medicine 

30,430 

1  41,870 

71,020 

105,620 

11.6 

13.5 . 

16.5 

18.4 

,  PedljtriV 

12,930 

18,820 

31,140 

45,410 

4.9 

6.0 

7.2'' 

7.9 

Obstetrics  and  gynecology 

15,300 

18,880  " 

/  25,850 

33,970 

5.9 

6.1  . 

6.0 

'5.9 

Physician^  in  all  other  activities 

136,200 

•173,6.80 

252^00 

344,880 

52.0 

k 

55.8 

58.8 

60.7 

Excludes  1,690  diplomates  in  fam^y  practice  Iho  have  been  shown  separately. 


Includes  pediatric  allergy  and  pediatric  cardiology.' 

SOURCE:  1963-Tbeodore,  f.N.  and  Sutter,  G.E.  "Distribution  of  Physicians  in  the  U.S.'j  1963.  Chicago, 

■  Aperican  Medical  Association,  1967. 

*  ,       ^  ,1970;  Haug,  J.N.;  Roback,  G. A.;  and  Martin,  B.C.  "Distribution  of  Physicians  in  the  United  States", 

■  1970.  Chicago,  American  Medical  Association,  1971|;  - 

.  ,        .    Reproduced  from:  U.S.  Department;  of  lleallh,.E(iucWion,lmd  Welfare;  Bureau  of  HRA^  "The  Supply, 
...    of  Health  Manpower;  1970-Profiles  and  Projections  tp  1}|);  Pub.  N(>v  (HRA)  75-38;  Washington,  D.C.; 
U.S.' Government  Printing  Office;  J974;  t..:  67.  \ 


In  1973  the  total  number  of  general  and  family  ijractit loners  was  about 
equal  to  the  number  of  internists  and  pediatricians  although  a' far  higher 
percentage  of  the  former' group  were  in  office-based  practice.     By  ^980  the 

internists  will  far  exceed  the  number  of  general  and  family 
practitioners  and  the  number  of  pediatricians  and  internists  together  will 
be  more  than  double  the  number  of  ^family  and  general  practitioners.  (See 
Table  tV-26.)  .    v      .      .  ^' 

Future  projections  of  primary  care  specialists  must  be  viewed  with 
caution  in  view  of  the  recent  increase  in  the  number  of  physicians  choosing 
primary  care  specialties.     In  spite  of  the  recentjrapid  infi^ease'^here 
is  still  the  need  to  increase  the  total  number  of  primary^  care  residency 
positions.     To  reach  the  desi^?ed  level  of  50%  of  residency  Vosttions  ^ 
in  ^tbe  primary  care  specialties  of ^ internal  medicine,  pediatrics  and  family 
practice  would  require  increases  in  the  second  arid  thirjd  year  of  ^sidency 
training  comparable  to  the  recent  changes  in  first  year  positions.  We 
have  estimated  Chat  at  least  5,000  additional  positions  wouli  be  required 
to  achieve  this  goal.     These,  positions  will  have  to  be  established  by  new 
•medical  schools  or  in  hospitals  where  training  programs  have  not  existed  \ 
in  the  past.     These  increasid  will  have  to  occur. while  the  excess  number 
of  residency  positions  in;the  surgical  specialties  are  eliminated.  This 
will  probably  require  another  three  to  five 'years  to  acconq>lish. 
Changing  the  mix  of  available  residencies  would  affect  all  medical  school 
graduates  equally,  it  woiild^.have^  discemable  impact  on  he\t^  care  within 
tive  to  ten  years  and  .lt  would  only -modestly^  limit  the  student 'V freedom 

i  ■  •  .  ■  ,  * 

to  mak^l^is  or  her  own  career-  decision.  > 


,    .       ,  jTABLEIV-27 

.       •  RESIDENTS  IN  PRIMARY  ilsi  SPECIALTIES,  CALIFORNIA  AND  THE  IITED.  STATESrl973 
'  (NON-rtDERAL  PHYSICIANS)  ,  '  , 


NATIONAL    ,  .  '  '  '  CALiropiA 


I 

.  t  ■ 

1 

■  1                          .  • 

SPECIALTIES., 

'[  i    ■  percent  "     percent  of 
,,of  all   ,  ,  primary  care 
.  residents    reaidenta    residents  ; 

t                         ■  ' 

"42,351       ^  ^ 
 •  '  .  ,  ,  '  ■  ^  

a 

California  resident's 
as  a  percentage  of 
all  U.S.  residents 

7  ' 

 r—; — - 

percent     percent  of 
of'  all  ■     primal  care 
resid^ilts     residents  r^sid^flts 

*  ■  * 

3,843           ,,       ■  \ 

'  FAMILY  PRACTICE/ 
QENERAL  PRACTICE 

10  , 

INTERNAL  MEDICIE 
PEDIATI^ 

'1,708         4            12  \ 

9,433        22         •  .65 
3;260     .   '8  ^'  ,      23  ' 

9  '  . 

,')',',■' 

,.  :  9 
7 

198  .       "i.  1^15 

854          22  ,        63  '  '-^ 
297           8  .22 

.PRIMAR1(' CAR£'  .' 
•  TOTAL  >  „ 

'14,401    '    34  ^     ,  100 

,    ,  a 
■  ■  1 

1,349   ■       35  •  '  ioO-', 

SOURCE:  C. A..  Raback,  Jistribution  of, Physician's ^in  the  U.S..  1S73.  (Chicago),  American  Medical  " 
'  Association.  {  1974)     ^  '     "  \  ; 


In  1975  there,  were  2,141  residency  positions  offered  In  primary  care  - 

in  California.    Fifteen  percent  of  all  patient  care  physicians  in  .California^ 

\     ,        .  ' 

in  1973  were  interns  and  residents.    Jhey  provided  a^  significant  amouht  of 

nledical  service  to  Calif otmia  citizens.     ^''^    However,  .th^^isfributioiji  o£ 

these  services  was  limited  to^  a  large  extent  to  metropolitan  areas  where 

fhe  majority  of  training  programs  are  located. 

There  .were  a  tot^l  o-f  3,843  residents  in  all' specialfies/in  CaliforAik 

acctgrding  .to  the  AMA  Distribution  of  .Physicians  for  1973;    Thus  California 

has  9% -of  the-  n^n- federal  residents  in  thfe  United  States.-  (See  Table  IV-27), 

While  the  nation  had  34%  of  all  residents  in  the  primary  ckre  specialties  > 
\  .  ^         ■   .      :v  'V. 

of  ^family/ general  practice,  general  inte'.mal  medlcinev  <S|nd.  p^dtatric^ , 

■  *  ■  '  - . '       *         ^-  ■  •     •     ■  *    '  ' 

Califpmi^  had  35%  (1,349)  in.  the  fields  of  speciafizatlon.  Nationally ,  .  66% 

of  all  primary  care  residents. ^were  in  intetnal  medicine,  whilfe/ Califxtoiia 

had\&l%  in  internal  medicine.     The  smallest  p^bportion  of  residents  within 

^primary  care  were  in  family,  or  general  practice~12%  nationally  and  ^5% 
in  the  Stater.  --  .  V 

This  percentage  of  primary  care  residents  Represents  a  trend  that  ^ 
be^an  in  the  late  1960's.     Between  1968  and  1974  the  totll  number  of  resi- 
dents  in  primary  care  almost  doubled  in  the  U.S.;^rom  3,845  to  7,765^"^^^ 
California  experienced  a  siniiar  trend  in  pr-imai^  care  residency  'grpYth. 
For  Example,  between  1973  and  1975  there. was  an  increase  of  .790  primary  ^re 
residencies  i^n  Calif^apia.     ©uring  -  that  time  f  am^^y.-general  practice 
increased  by  134  residency  slots  *(68%  increase)  ,  ^  in^ernal^medicine/fey '44f 

^52%  increase)  and  pediat^rics  208  (69-%  increase.)  ^"^^ 
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TABI^ 


STAHJS  OF  GRADUATE  TRAINING  PROQIAMS  CALiPOilNI A  MEDICAL 
.  ...9C^LS  1975-76*  AND  PROPOSED  1976-77**  • 


t  SCHOOL 


UCSP 


UCLA 


TOTAL  INTERN  ANl)  RESIDENT  POSITIONS 


Fa«.  Pr0c.* 


FY  LY 


42 


34 


25 


30 


-^6-77 


"FY  L'Y 


25 


48 


25 


36 


lb7 


PS^IMARY 


75-76 


FY  hX 


43 


40 


96 


L97 


76-77 


FX 


50 


45 


5l 


102 


Ped. 


75-76 


FY  LY 


41. 


22 


7^-77 


FY  LY 


24 


51 


25 


47 


Ob.  Gyn., 


75^76 


FY  LY 


10 


18 


76-77 


FY  LY 


12 


10 


All  other  , 
^  Interns  &  ^ 
-  .Residents*** 


75-76 


FY; 


12  76 


23 


:48- 


236  L76 


76-7;^  ; 


22 


285 


UCD 


12 


17 


29 


21 


28 


32 


30 


39 


11 


13 


12 


-  7 


91 


56 


88 


79^ 


UCI 


.24 


28 


16 


70 


20 


88 


34 


26 


31 


15 


.12 


3  -;i4 


68 


82 


83 


91 


UCSD 


24 


17 


25 


22 


11 


11 


4w7 


51 


use 


:0 


84 


39 


51 

1— T" 


78 


50 


26 


16 


26 


20 


15 


11 


15, 


11 


105 


103  L18 


105 


STANFORD 


17 


15 


.18 


15 


13 


11 


12 


11 


■0 


2$ 


73 


30 


73 


LOMA  Lxrn)^ 


5" 


12 


20 


i- 


16 


36 


18 


35 


^C.R.  Dl 


10 


10 


12 


.  8 


1 


TOTALS 


107 


81  158 


11249.3 


mi 


20 


26 


'26 


23 


7L69 


134 


82 


67 


"67 


Key:.    1.    FY  •^Interns'or  First  Year  Residents 


73 

— r 


78  SOO 


815b82 


899 


f   .  .    2',    LY  -  Residents  Gompleting  their  Last  Year  eft  training  ' 

•\j:bippired  f  rota  data  isub  to '  the  California  Health  :Manpower  Study  Of  flee ,  * 

\.  ihalvl^tiai .taedlcal,  schools ,  Fall  [75  and  Spr'lng  76.   * -  ' 

^    *Intetn  and  lUsldent  Figures  for  1975-76  Include  fcudg^ted  poslt;lons  which  are 
/    vataiit      ■  "    . .  *  .  \  ^  '  '         :        •  *     •  '  .  .  ' .  •  \.      . ,     ~  ,  . 

*>Int6rn  and  Resident  Figures  for  1976-77  Include  all  proposed  budgeted  positions.  ^ 

;***Thlft  category  Includes  the  Medical  '^rid  Surgical;  Specialties,  ^opnnunlty  Medicine, 
Patholbfy,  Radiology,  psychiatry.  Nuclear  Medicinl,VaM  others,  n6t  lis^  abq^ve^ ' 
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Table  IV-28  provides    an  analysis  of  California's  medical  school 


interns  and  resident  positions  for -the  current,  academic  yedr  1975-76  and 
projections  for  the  1976-77  year.     The  data  are  broken  dovm/for  each  school 
bjr  primary  and  "all  other"  int£rti-resideftts  for  the  first  and'last  years  f 

•'5;-  ••  -t  .  '  — :  

of  training;     This  kind  of  analysis  appears  to  be -helpful  since -it  gives  ,^ 

some  idea  of  numbers  just  entering  training  e'^i^ressing  interest  in  primary 

care  as  well  as  fehjj^e  who  are  complecting  their  training.     Jt  should  be 

noted  j^at  this  datM^      difficult  to  obtain  and  that  similar  data  should 

be  collected  anntially  in  future  years  for  academic  planning  purposes  • 

•  ^  '  '  » 

The  data  presented  do  not  include  the  intern  and  residency  positions  in 

hospitals  not  affiliated  with  a  university  medical  school  in  the  State.  - 


.TABLE  IV-29 

PERCENT*.  FIRST  AND  LAST  YEAR  PRIt!ARY  CARE  INTERK-RESIDENTS  , 
CALIFORNIA  MEDldAL  SdhOOLS  1975-7$  AND  PROJECTED 


1976-77 


_L1 


SCHOO 


FIRST  YEAR 


1975-76 


1976-77 


LAST  YEAR" 


1975-76 


1976-77 


56 

■  6^ 
39 

49 

\54 

66 

51 

76 

60 


'V 


55 
63  • 
■  .47 
46 
51 
^6^ 
50 

58/ 


/ 


S 


39 

44 
55 
34 
40 
29 
30  . 
46 


48 


40 
42 
49' 
47 
•  44 
^3. 
30 ' 
58 
49  . 


'TOTALS  . 


58  (56). 


58  (56) 


'  41  (36) 


43  (38) 


(    )-Z  In  primary  dkre  excluding  int-ern-residetits ' in  OB-GYN. 


%  of  the  total  number  of  first  or  last  y^ar  intems-resrdents- being  trained 
at  each  school  who  are  enrollec^  in  primacy  care  specialties  (Family  Practice, 
Interilal  Medicine,  Pediatrics,  OB-GYN).  ' 


SOURCE:     Compiled  vfromi  data  submitted  to  the  California  Health  Manpower 

Study  6ff ice  by  individual  medical  schools.  Fall  73  and  Spring  76, 


Table  IV-29    is  a  summary  analysis  of  the  raw  data  in  Table  lV-28/  It 
provides  for  each  school  the  percent  of  the  .total  first  or  last  yeac  intern 
residents  being  trained  in  t he  primary  care  specialties.     At  the  present - 
^me  th^  nine  nodical  schools  have  36%  of  thf^jT^Jast  year  residents  in 
primary  care  training  slots  (or  41Z  if  Ofi-GYN  last  year  residents  are ,  i^n-r  * 

/*•■'.■■■      ••  \  ■  •  '    ■  V 

tluded).     In  t"he  next  academic^  year '  (1976-77)  it  is  projected  th'at  38%  %f  * 
/the  last  yerar  ^residents  wlll.be  in  primaty  care  (or  43%  if  0B-G(YN  residents 
are  Included).    More  significantly,  the  trend  toward  ITi  creased  ^primary 
, care  training  is  evidenced  by  the  percentage  of  first  year  training  slots 
reserved  for  primary^  ca^  intern- residents  (5&%  f or  Jboth  1*975-76  and 
1976u-77  or  56%  excluding  OB-GYN) .    /'         .  '  I 

This,  abave  anal-ysis  is  significant  insofar  as  the  Uoive»sity  of 
California  medical  schools  have  established  the  gdal'of  V%  primary^ care 
residencies  by  1979  (which  they  define  to  include  Communl)ty  Medl^neO 

Family^Pract ice,  General  Internal  Medicine,  Obstetrics  and  G^^ecology,  and 

♦  '      (12)  '  '  * 

Gene^hl  Pediatrics).  If  USC,  Loma  Linda,  and  C.R. -Drew  inlerri-resldeQt 

,  '  ■  *  4'      '   ■  .  , 

data,  are  excluded  from  the  anaj^sis  in  Table  IV-29 .     The  Uni^ll^sity' of 

California  medical,  schools  have  58%  of,  their  first  ye^(l^T5-76  academic 


r 


year)  intern- residents  in  primary  care  training  slots  (Family  -Practice , 
Internal  Medibine,  Pediatrics,  OB-GYN);  ot  57%  if  .OB-GYN\ntem-r^sidents 
are  e3(cluded.  '  .  , 

'It  is  expected  however,  that  many  of  these  students  wiH  later  tic^nsfer 
to  general  internal  medi^citie  or  sub-specialty  traininfes. 

The  ^:mA  Socioecon(?mic*Report  in  December  1975  pub^shed  their  197S 

'        '         %'  ^  ^  / 

survey  Qf  opinions  of  medical  students 'and' graduates  reported  that  75.4%  bf 

fhe  Qlass  ^of  1978         69.7%  of  the  cla^  of  1975  i ivii^te  ^plans  to  practice 
a  primary,  care^ specialty.  i"Pi^iBsumably  this  tren^d  may  be  attributed  to  the 


I    ■  ■ 


^     current  focus  on  the  need.for  more  primary  care  physl 


now  generally 


•  acknowlpdgfcd  within  the  medical  scho^lis  and  reflected  i^  stude^jt  curricula"^ 
commented  by  the, editor^  of  t^e  Report .  *^  :   ^%  ^ 


c 
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The  Control  of  -  Residency  Training:    The  central  issue  in  the  deb'ate^ on - 
specialty  maldistribution . is  whether  desired  changefe  in  the  total  number 
.and  mix  of  residencies  can  be  effected  voluntarily ,  perhaps  with  addi- 
tional financial  incentivSs,  or  whether  they  will  require  the  imposition 
of  government  regulation  and '^control^^^^^^^^^    professii>iwriKj^roups,  inc5lu- 
y^Og  the  Coordinating  Council  on  Medical  Education,  favor  incentives  and 
th^  voluntary  approach.     Iji  its  testimony  befo-re  the  Subcommittee  ort 
Health  and  the  fin^ronment  >  *b.  S .  House  of  Repre^iltit^tives ,  t^je'^AMA  pre- 
sented data  which,  according  to  its  ititerpretation , -Indicated  that  tbe  . 
relative  sTOWtage  of  physicians  in  primary  care  was  corre'cting  itself  and 
that  the  'geog^^^aphic  m.aldistribut?ion  qf  residencies  was  also ^improvipg 

witb  the  establishment  of  new  programs  by  t)v^r  twenty  n^w  medical  schools. 

•      -  V         *'  *   *  I 

'The  trends* in  Specialty  training  dpring  the  pst  forty  years  and  the 

•     ^  ■     ys  •/ 

failufe  of  present  voluntary  mechanisms  to  effectively  control  the  total 

number  of  residencies  or  to  create *a  balanced  mix 'among  draining  positions 

in  primary  care 'and  other  specialties . is  hardly^ a  cause  for  optimism. 

To  unders tand  >the  limitations  of»relying  on  a  voluntary  approach, 

on^  must  be^  2ft/are  \jf  the  current  system  of  ^governance  in  gradua^te  ^meclical 

eduQ^ioti.     The  AM^  Council  on. Medical  Education  has  actively  reviewed 

taedical  schools  for  accreditation  for  nearly  70  years.     In  1942  it  began^ 
.  ^      .'  ' 

Ito  j^ntly  share  this  repono^ibility  with  the  Association  ol  American 

Medical  (i)llege9  through  the  establishment  of  the  Liaison  Committee  on 

Medical'  Education.    -Jhe^  AMA  through  Its  Council  on' Medical  Education  has 

also  maintair^ed  an  influ^ntiaQ  role  in  the  a^cpe^itation  or  graduate 

medical  educ?4tionj  althougR  several  other  bodies  are  officially  charged 

with  accreditation  authority.     Internship  ^programs  traditionally^  have 

receivefd  accfeditatlbh  from  the  AMAxs  Internship  Review  Oommittee.  Review 
\      _      "  ■      -  ■  •    :  ^     .  ^    \     .  •  .  ' 

26«  ^  '  -1 


'-1'.-  • '  ■•^^0  -  ■  -, 
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anc^|accreditatiorilDf  resideticy  programs  has  been  largely  in  the  hands  of' 
t;he  AMA>  the  specialty  societieSi  and  the  American  Hospital  Association. 
In  ^e9<:ribing  the  residency  teview  process,  particularly 'its  lack  of  \ 
.coordination ,  the  Committee  on  Goals  and  Priorities  6t  the  National  Board 
of  Medical  Examiners  notes:  .    - '      *  7  ~ 

,    .  The  Residency  Review  Committees  regularly  receive  docjomentation 

of  the  program  activities  from  program  directors  and  periodically 
initiate  site  visits  to  review  .the' adequacy  of  educational  programs, 
*.        Little  coordinatibn  exists  among  the  various  Residency* Review 

Committees,  however,  and  required  standa5?ds  fcr  the  m^y  ""residency 
programs  vary  from  one  committee. to  another^  .  •  * 

.  The  need  for  ^  more  effective  mechanism \f or  relating  undergraduate 
^^hd  graduate  medical  education  has  long  been  recognize'd.     in  January  ^1972, 
'  the  ^^rican  Medical  Association  (AMA)*,  the  Association  of  AiJ||pridan 
Medical  C^llfeg^s  (AAMC)  ,  We  American  Board  of  Medical  Specialt;Les 
(ABtC^V* the  American  Hospital  Assoc:t!Sation  (AHA),  and  the  Council  of  Medical* 
'Specialty  Societies  (CMSS/^out lined  a^^necur  organiisational  structure 

fpr  coordinating         a^redit^ng  bodies  bf  both  undergraduate  and  graduate    r  - 

*         ^  ,     .  ■  •  1^ 

medical  e4ucation.     Accreditation  of  undergraduate  medical  education 

remains  the^^s^^pon^ibiiity  of  the  Liaison  Committee  on  Medicai>^dufcatioh. 

The -integration  of  the  Internship  into  the  initial  phase  or  residency      •  '. 

:    ■     -  * 

trainifig  has  xled'^to  many  internships  being  approved  by  the  Residency, 
^Review  Committees  since  1972.  *  In  1975,  all  internships. will  be  integrated 
i-n^b  the  first  year  of  residency  training.;    At  the  same  time  respoi\sibility  v/^ 
for  acc/rediting  »graduace-s{nedical  education  v*ill  pass  tc^^the  recently 
'established  Liaison 'Committee  on*  Graduate  Medical  Education  which  will  base 


^^ts» final  actions  on  recommendations  presented  b^  the  individual  Residency 


ERIC 


\  Review  Conin4.ttees.   'The  Coordinating  Cjouncil  on  Medical' Education  (CCME) 
is  to  provide  the;  means  of  coordination  between  the  two  committees- 
r^pbnslble  Jfor  accreditation  of  unaiergraduate  and  graduate  medical 

'        '  ■  ■    '  ^0..        ^^     ^  '      ^  . 

educ^tipn..  •  '  . 

The  forpation  of  jthe  CCME  represents  an  important  step  toward  integra- 
^  tion  of  medical  education  and  accreditation.     It  13  too  *early  to* 

evaluate,  however,  whether  the  CCME  Will  be  able  to  respond  to  such  '  ^ 
•national  priorities  as  correcting  the  relative  shortages  in  p^rimary  care 
•  residency  positions.     Considering  the  medical  &6hoor  as.  part>  of  the 
voluntary  mechanism  to  control  anjd  redistribute  residency  pos:^tlons  will 
achieve  minimal  change.     Even  though  the  number  of  universixy^f filiated 
residency  p.rograms  has  increased  substantially,  the  medical 'school  exerts 
little  control  over  the  mix'of  Its  training  prpgrams*.   Such  decisions 


remain  the  province  of  department  chairmen  and  the  Residency .Review 


Committees.      "    ^  ^  *  . 


Accreditation  of  residency  programs,  while  focusing  on . quality  of 

education,  has  tended  to  fofl^  a  pattern  which  reflects  the  best  interests  ^ 

.      I  -  -l         ^  '     "       ■  ^ 

of  fhe  Individual  specialties  Regardless  of  their  xelatioilship  to 

^national  priorities.     Clearly  the  present  voluntary  "market"  system  cannot.* 

.     .  •      vT  -  ■ 

be  relied  upon  to  achieA^p  increased  numbers  of  primary  care  physicians-. 

'  ■  •„  .  ^ 

More  aggressive  actions  will  be  needed  since  it  iS  now  universally  ^recogjiized 

•        ■'•  '  '  ^  • 

that  increasing  the  aggregate,  supply  of . physicians  will  not  assure  an  " 

.  ■  '  «  ' 

■*     .  ■ 

appropriate  distribution  iof  specialists  to  meet  the  nation's  primary  health 
crfre  needs  in  the  ^most  efficient  or  ^sirable  manner.    ^  ^ 

Another  method  of  achieving- a  more  desirable  ^specialty  mix  among  , 
physicians  in  residency  training,  is  .fche  creation. of  a' joint  federal  and 
rofessional  regulatory  jnechanism  at  th^  national  JLevel,    ifhis  mechanism 


■I 
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would  utilize  prganizationa  which  have  proven  competence  in  evaluating 
the  content  and  quality  of  graduate  training  programs.    Moreover,  its' 
authority  would  be  backed  by  the  leverage  qf  federal  capitktion  support 
and  reimbursement  foi;  services  under  Medicare  and  Medicaid  which  is. 
necessaxry  to  guarantee*^  implementation  of  its  decisions,  v 

»To    achieve  the  desired  balance  ^among  specialties  in  residency  • 
training  positions  requires  several  concomitant  actioiis.     A  first  .step 
is  the  reduct^.on  of  the  annflal  number  of  •  available  first  year  residency 
posieions  to  a  defined  percentage  of  U.S.  medical  gfadutes.    Thlfs  number 

affords  opportunities  for  students  from  abi^oad  to  participate  in  U.S. 

•      .  ^»  *'       ^  '  .  .  /  ,  ■' 

gifaduate  medical  education  while  not  allowing' the  excessive  numbers  of 

^.  ■        -  ^  *  r  ^  ; 

positions  which  currently 'Bxist  in  various  speci^tiea.     If  the  t6tal  > 

'  numbep-  of  residency  positions  is  not  controlled,  the-  absolute  nuBibeis^of 


resi<9e3L(|y  positions  in  oversupplied^,.»p^cialties  can  continue  to  expand 
even  with  a  requirementuith^t  50  percent-^of  all  positioijs  be  fn  primary 
care-  -  N  '     '  -  '      ^  "  ^ 

^       The  conc*em"has  often  he^n  exp^ressed  ?hrat  restrictions  Un  the-  total- 
number  of ^  first  year  residency , positions  ^^ll'mean  the  loss'  of  essential 

positions  ih  89me  hospitals,  e^ecially  those  locateti  in  urban  poverty* 

*  y 
"^xeas  and  those  with  high  concentrations  of  foreign  lhe;dical^raduatps. 

'  This,  in  fact,  is  not  the  case.     Phasing  in  the  reduction  ftom  the  current 


155%  of  U.S.  medical  grauates  to  125%  in  1980  shows  19,250  first  year - 
positions  in  1980,-  based  on  an  estimated  ,15 ,400  U.S.  medical  schbol 
graduates  in  1980.     In  1973,  there  were  18,076  fii*st'year  positions  ayaila 
ble-.  and  the  number  is  probably  close^to  th^t  today.     The  fact  that  16,100- 

1^16,200  first  yeat  positions  were  offered  in.  the  nationwide  matching  plan, 

*"  *   •  ■■     ■■         '  ■ 

the  matching  positions  usually  represent.  85-90%  of  all  approved  training 


positions'*     The  mfeii^en^ce  of^  at  least  'current  numbers  of  r^sidency^ 

positions  is  as^d/ed  by  the  expanded  enrollmeitts  of  U,S»  medical  achools 

during  Che>  past  five,  years ,  unl^^  the  economy'"  takes  a  further  significant 

downturn.     Because  of  th^  economic  problems  in  New  York  City  and  the  likely 

closirfg  of *a  number  of  teaching  hospitals,  the  numbej  of  residencies 

availab'^-e  in  New  Yor^  will  actually  decline.  .  No  such  trend  is  evident  in 

California  at  the  'present  time.  *  Controlling  the  total"  number  of  available 

•  *    ■  ♦ 

first  year  j)os'ition3  could  in  fact  bring  nlore  U.S,  medical »  graduates  into 
positi^Dns  which  a,re  now  considered  less  desirable,  since  there  will  be 
fewer  alternatives  open 'to  them.  ^ 

Redistributing  residency  positions  within  the  limited  total  numb'^er 
in  order  to  establish  50%  in  primary  care  caji  be'  accomplished  at^two 
levels.     The  more  quipckly  ^tainabje  goal  is  to.eAablish  50%  of  all 
.  first  year  residencies  in  primary  c^re' at  the'  national  level.     This  could 
be  achieved  in  a'  three  year  period.     Thi3|  approach  doe^  not  guarantee,  \ 

however,  aft  even  distribution  of  primary. care  residency  positions  among 

^  '  ■  \*  ^ 

all  schools.     Moving  from  the  national  level  to  a  requirement  that  each 

»  ••  •.  ■..  -  ..  •  y  -  ■  '    -'-v  '  ■  "  ,  ■ 

school, 'with  it^  network  of  affiMat^s,  have  50%  £>f  Its  residen^cies  in 
'primary  care  yoiild  (fall  for  a  longer  implementation  period.     For  some 
schools^  this  Stipulation  presents  rio  problem;-  but  for  others,  where 
current  primar)\  care  positions  comprise  perhaps  25%^f  the  total,  it 
reprd^ents  a  dramatic  chan«ge.     Such  a  ^traSisition  might  necessita^te  a 
minimum  period  of  fiv6  years.     We  do  not  believe  it  likely  that  Congress 
will  enact  a.proposal  requ^ing  each  medical  school  to  have  50%  jof  its 
residents  in  primary  eare  "positions,  but  -the  proposal  Is^ciir rent ly^  ilnder  \ 
consideration  in  the  U.S.  Sen'ate.  i  ' 

?    ■  .  '       -       ■     ■  ■ 

Re^/r^ti^  schools  to  , increase  the  proportion  of  primary  care'  train- 
ing pos'itions  can  indirectly  improve  the  , geographic  distribution  oi. 
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physicians  and  training  programs  in"  the  durrounding/ areas.,.  In  ordfeif  to 
expand  ambulatory  care  training  capacities,  many  medical  schools  will 
h'ave  tb  affiliate  with  more  community  hospitals  and  group  practice  organi- 
zation.   Hospitals  which  have  not  participated  in^training,  will  begin 
to  estab^.^,sh  residency  program^.     Those  which  are  currently  involved  in 
graduate  eijucation  will  have  the  opportunity  to^ expand  their  role* 

Monitoring  the  distribution  of  s{)ecialties  among  residency  training 


programs  be cj^aaes  more- complex  when  the  "^0%^  in  primary  care"  requirement 
is  implemented  at  the  micrp  level.     The  external  review  process 
conducted  by  such  grou^Js  as  the  Residency  Review  CommittQjes  and  the  Liaison 
Committee  pn  Graduate. Medical  Education  will  be  responsible  fc^  determining 
whether  the  shhools'  programs^  actually 'meet  dhe  definition  of  primar5r 
barfe  stipi^BSld       4:he  legislation  and  intaorpreted  by  the  national  residency 
review  mechanism  and  whe-ther  the  educational  content  is  accet)table.  Based 
upon  th^e  pr6fessional  findings ,  the  federal,  government  \ill  take  any 
necessary  action  to  guarantee- compliance  with  the  l^w.  ^ 
The  federal  government  has:  ^two  effective  mechanisms  at  its  disposal 
for  enforcing  the  limitations  in  number  and  mix  of  residency  positions: 
capitation  payments  to  schools  and  federal  third  party  . reii9bui:sement  for 
health  care^ services  authorized  by  Medicare  and  Medicaid.     Federal  payments 
through  the  Medicare  and  Medicaid  programs  fund  a' major  portion  of  sti- 
pends for  residents •    The  payments  to , hospitals  are  based  on  services 
rendered  Medicare  and  Medicaid  biarief iciaries  by  physicians  in  training. 
Federal  participation  in  tlife  support  of  res:^dency  training  thus  provider 
necessary  leverage  for  the  federal  government  to  effect  the  polfcy  changes 
mandated  by  Congress.       '  ^       -  '  ^ 

'     V   Capitation  payments*  to  medical  schools  can  also  be  6sed  to  induce 


schools  to<aset  national  priorities  in  ,,the  training  of  physicians.  .  The 
wl-thholding  of  either  capitation  funds  or  federal  reimbursement  for 
services  provided  '.to  Medicare  and  Medicaid  ber^f iciaries  C9uld  be  impose< 
as  a  aanctitjn  against  non-coraplidnce  whether  the  mandated  goal  of  having 
50%  of  all  residencies  in  primary  care  was  applied' at  the  national  level 
or  to  every,  s<:hool.  . 

I.  '  '  -  •  ■  * 

Recently  Asse^lyman  Duf  f y  .ItitroducfeS  le^gislation  ('AB  2686)  that  would 
establish  a  mechanxsm  at  the  State  level  to  certify  gracfuate  medical- 
•education  programs  in  oxder  tb  assure"  that  60%  of  graduate  training  posi- 
tions^be  in  the^fiel.ds  of  family  practice,  gene,rai  internal  medicine  and' 
general  pediatrics.     It's.  purpose  is  to  also  assure  that  a  demonstrated  ~ 
need  for  the  "specialty  exists  in  the  region  where  the  training  facility 
is  located.     The  objective  is  to  correct  the  perceive^. maldistribution 
of  physicians  geographically  and  by  specialty.  ^  * 


-   ;  5.    CLINIC^  TRAINING  SITES   '  ;  ' 

choosing  Sites  for  Tralnir;igs    We  have'  described  the  current  stfitus  of 
prim^ry^care  training  programs  in  California,  and  Identified  undersetvied 
areas  in  the.  State.     Determining  "the  appropriate  location  of  clinical 
training  programs  to  meet  publip  policy,  objectives  of  decfentralliation, , • " 
and  other  equity  of  access  isaues  is  a  more  difficult  task*    Discussion  of 
certain  general  issues  musjt  precede  any  specific  locatioi^^  decision.  The 
first  is  what  level  of  clinical  treii^ing  is  being  'considered:  undergraduate 
(medical  students),  graduate"  (in  tefns  and  residents)     or  continuing  education 

■  ■  "      ,  ■■•       .  '  '•  ■  I.  ^-J. .  ■ 

(practicing  MDs)  .     These  programs  often  have  dif fiering -site ,  fa^ulty^  ^ 
curriculum  and  patient  requirements.     Although  any  program!  in ^primarV  care 
should  include  some  or  all  of  the  basic  elements ,  emphasise  will  v.ary 
depiending  on >the  trainees  and. th^  duration  o^-the  tjF^ining.x  Worthwhile 
undergraduate  training  prograii^  can^t'ake'^^place  almost  anywhere  from  the,  - 
university  hospital  to  the*s6l/0  practitioner  *  is  office,  but  they  demand  the  ^  . 
greatest  time  commitment  from  the  faculty  preceptor.     For  the  medical 

student'  is  essentially  a  non-revenue  producing  onlookfer  who  must  be  care- 

.  *  '- 

fiilly  and  continually  tutored*  and  inonitored.     Reimbursement  for  the  remote 

'■  ■     '  • 

site  practitioner faculty  member  is  a  necessary  inducement  to  have  him/  \. 

...  '  "  '  ✓    _  ' 

her  under^take  teaching  responsibilities,  yet-it  represents  a  considerable 

biirden  for  the  financially  hard-pressed  medical  centerV    Residents  might 
»  t  , 

provide  a  significant  amount  of  service  ^^and  bring  in  revenue)  in  their 

•     •  .  .     ^      .  >.  ^ 

training  program  setting,  but  require  a  more  sophisticated  educational 

experience  and. larger  patient  base  with  a  wider  disease  spectrum.     This  ^ 

is  of  ten  Veybnd  the  solo  practitibnerf^s  scope,  but  is  possible  in^many  ' 

group  practice  settings.     Practicing  physicians . on  the  continuing  educatiott  , 

levelf  need  refresher  courses  on  the  "stat^  of  the^art     in  various  *  special- 


i 


ties,  usually  taught  by  .medical  school  subspecialist  fa«lty,  and  need  the 
facilities  of  at  least  a.   referral^  community  hospital. 

A  second  issue     is  the  perennial  service  versus  teaching/research* 
'conflict- which  afflict^  every  medical  school  and  every  program  with  which 
the  university  jnedical^center  is.  connected.  ,  Clearly /federal  and  St^te 
cabitation  support  for  medical  ec^ucation  have  improved  the  balance  between 
teaching,  research,  and  science.     University  medical  centers  ot^en  view      . ' 
their  primary  missipn  as  educational ,-^d. only  undertake  service  functions 
that  clearly  contribute  to  the^ir  educational  missi|n.     Those  functions  are, 
howeveir,  difficult  to  separate  bedause  .medicine  and  th^  other  health 
professions  are  service  professions.     The  university  medical  centers  have* 
been  ahle  to  combine  these  functions  quite  well  in  ^highly  specialized 
tertiary  care  areas  (hemodialysis  arid  kidney  transplants,  open  heart- 
sQrgery,  cancer  radiotherapy).     They  are  less  capable  of  combining  them 
in  primary  care.     For  here  they  are  in  competition  with  private  practitioners 
and  with  managerially-ef f icient  group  practices.     The  organisation  of  their 
hospitals  emphasizes  acute  care  for  patients  with  complex  or  serioOs  problems 
They  are  not  well  organized  to  provide  con'^tinuity  o£  care  not  allov  for 
integration  and  coordination  of  patient  services,  both  essentials  of  primary 
care.  Before  they  embark  on  this  relatively  new  path  and  extend  them- ^ 

selves  beyond  their  walls,  they  are  going  to  carefully  access  whether  the 
proposed  service  site  fits  their  educational  needs. 

Given  these  incongruities,  it  mighty  be  m^e  efficient  to^pass'  the 
universities  and  fund  postgraduate  clinical  training  programs  directly  In 
serivce-oriented  community  hospitals.     But  this  runs  counter  to  many  currents 
While  55%  of  the  current  Family  Practice  residency  positions  are  in  conmun^ 

ity'^^pitals  that  are  not  university  affiliated,  the  majority  of  the  new 


family  practice  programs  being  accredited  are  university-affiliated  and 

*  9  ■ 

the  university-affiliated  programs  will  soon  dominate  the  picture.  Moreover, 

a  1974  survey  of  Anterican  nVedlcal  school  dieans  revealed  that  -they^  felt  one 

•  •        '     «  '  '  ' 

of  the  most  iikely  events  Ifi  the  next  two  decades  would  be  the  assumption 

of  responsibility  for  graduate  medical  education  by  academic  medical  eerier 

ters.     A  '  ■  .  "  .  V  -  .  . 

Tlwflte  -are  many- who  bellieve^  that  Intferyening  at  the  residency  level 
has  the  most  tangibly  and  immediate  impact  on  prac'tice  type  and  location.J' 
Again,  the  Congress  is  an  interested  party.     Congressman  Paul  Rogers 
believes  that  ''some  mechanism  must  be  f oun^  to  influence  the  number  and' 
type^  of  first-year  residency  positions  in  oi:der  to  overcxjme  specialt^r 
maldistij>ibution,"\      ,  There  is  some  evidence  ol  movemerf^  in  this  direction 
on  the  profession's  part.     At  a  January  1976  meeting  of  the  National 
Academy  of  Sciences^'   Institute  of  Medicine  dealing  with  primary  care  manpower 
policy,  organizations  representing  the^^xchief  primary  care  specialties 

(Internal  medicine,  pediatrics,  and  family' practice)  all  supported  the  * 

»        '    —  >       •         .  -A 

,  •  y  - 

recent  Coordinating  Council*  on  Medical  Education  (CCME)   statements  that  50% 

•       (32  )  ^ 

of  future  U.S.  medical  graduates- en^er^ primary  care  practice,  / 

Both  federal  and  state;,  governments  cguld  establish  mechanisms  to  assure  that 

these  formulations  are  implemented  at  the  residency  levej,,  . 

An  often  overlooked  intervention  p.olAt  is  'at  the  continuing  education 

■      '  •)      '  '      -         ■      •  ^  ' 

level.     While  those  putside  the  profession  rarely  view  this  as  a  clinical  ' 

•*  ■      •        *  I-'..  * 

draining  program,  it  has  clear  implications-  for  the  public  policy  objectives 
enunciated  b^j'ithe  State.     "Referring  back  to  the  Medical  Dean^s  Survey,  a 
"most  likely*  to  occur"  change  over  'the  next  twenty  years  was  that  the 


academic  medical^centers'  responsibility  f crr'^onclnuing  education  would 
ibecome  of  eqgial  importance /to  their  .current  plsslons.  ^"^^"^     Studies  of 


physician  l9cational    decisions   have  always  highlighted,  the  cultural  aCnd' 


scenic .attractions  o£'a  Ipcation  or  the  key  factor  in  thede  decisions,  but  » 

*  •    •         ■      ■  '     . *  *    \'     '     "         '  .  "  • 

cent inui-ng  educational  opportmities]  are  also'cited  as  "important  factors. 

»       ■   .  ■  .  ' 

The  availability  of  bi-:monthly^  seminars ,  f  or ,  example at  the  area  community 

hospital  on  the  ijewer  preparations  of  insulin  for  treating  diabetes  or 

new  tests  in  the  evaluation/  of  angina  taught  by  Vfsiting  university  faculty 

may  be  just  what  is  needed  to  attract  new  MDs  to  under9erved  areas.  It/ 

certainly  would  al^o  upgrade  th^-skills  of  these  practitioners  already 

in  isolated  areas.  ,  Basieally',  the  government  funding  agency  must  look  on 

,  clinical  training  programs  as  a  contipuum  from  entry  into  medical'school 

through  housestaff  experience  into  ^tual  practice.     To  meet  its  public 

^   policy  objectives,  the  State  should  evaluate  activities  on  all  thtee  levels 

and  try  to  ensure  that  lihe  parograms  on  one  level  are  coordinated  with, 

and  not  independent  of  or  at  cross-purposes  with;  the  others. 

.  Several  innovative  programs  deserve  mention  that  have  been  established 

around  the  nation  and  are  directed  towards- serving  underserved  areas  and 

(decentralization.     Dartmouth  Medical^  School  in  Hanover^,  New  Hampshii;e  has 

established  a  "teaching  community"  program.     Several  coipmunittes  in' the 

state  with  populations  ranging  between  12-15 jOOO  'are  providing  educational 

opportunities  for  four  students  and  two  primary  care  residents  .full-time  *. 

•  ■ 

throughout  the  year.     Existing  clinical  facilities  are  used,  since  the 
medical  center  views  t^em  as  ifhique  resources  for  demonstrating  the  primary 
care,  systey^  to  students  and  residents.     Tn  i^r^er^te  qualify  as  a  teaching 
community,  the  community  with  the  help  of  Dairtmoyth,  had  to  r  coordinate  its 
health  care  system  (local  hoSpital,  private  practices ,  home  health  service's,  ^ 
'fiihd  so  forth)  to  serve  as  a  suit^^ble  mcT^el  for  the  teaching  of  quality*' 
primary  care.     Once  the  teaching  program  is  established^  full-time  Dartmouth 
facu^-ty  make  regular  ^isitiiRg  teaching  rounds  to  the 'community  and  are 
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available  as^  on-site  consultants  to*  the' conmninity' s  practitlpne?:s  on  a 


continuing  basis.    One  community  has  already  found  it  easier  to  keep  MDs 

(33)  ,  ^  ' 

since  Joining  the  program,  '  V. 

The  University  of  Washington  School  of  Medicine  in  Seattle  sponsors. 

the  "WAMI"'' Program  whereby  medical  students  are  sent  on  six  "week  rotations' 

to  iremote  practice  sites  in  Washington,  Alaska,  ^lontana,  and  Idaho. 

*  '  '   '  f 

Participating  practitioners  receive  faculty  _5jtipointment  at?  the  medical 
school  and  come  to  the  medical  center  during  the  rotation  for  continuing 
'education,  full-time  faculty  members  also  visit  the  practice  site  to  - 
evaluate  the- training  provided  and  the  practice,,    Early  studies  have  indi- j  ^ 

ckted  a  rural  and  primary  care  practice  preference  for  WAMI  graduates ,  and* 

\  ^  '        .  (34 ) 

a'positive  change  in  the  participating  practitioner's  practice, 

. '  •  ,.         ^  ■ 

Area  Health  Educatloit  Centers  (AHECS)  weje  established  by  federal  funding 

under  the  Comprehensive  Health  Manpower  Training  Act  of  1971,    They  were 

designed  to  be  satellittes  of  university  medical  centers  and  to  serve  as 

outreach  educational  centeri^  aid  upgrade  the  quality  of  health  services  in  [ 

their  region.     The  University  of "North  Carolina  is  an  exemplary  model, 

havlrtg  organized  a  state-wide^  system  of  nine  AHECs  serving  nearly  all  of 

the  state's  one  hundred ^counties,     Duke  and  Bowman  Grey  University' Medical 

Schools,  both  private  schools,  are  now  being  drawn  into  the  system  as  well. 

The  AHEGs  represent  either  a  single  community  hospital  ox  a  consortium. of 

hospitals  and  each  AHEC  has  et  single  director  counseJLleci  by  a  community 

advisory  board.     The  AHEC  are  undertaking  a  wide  variety  of  activities, 

including  expanded  off-site  trairiing  for  medical  students,  primary  care 

residencies,  training  of  emergency  medical, technicians  (EMTs) ,  refresher 

courses  for  inactive  nurses,  continuing  education  for  rural  practitioners, 

involvement  in  seco|idary  school  counselling  with  regard  to  health  careers, 

r  '  *  '  (34)  (35) 

and  regionalization  of  medicai  librarl^es. 
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Criteria  for  Remote  Sfte  Training;  Projects'"  ^  \  ■  *  '    4       ^  I 

^        ./  //         . '         —  .  '  ■  '   A   •    '  ;  *  ' 

1.  "Medical  conmunity  of  sufficient  ^si2e^  Including  a  Sufficient  number 
of  family^ ^)hysicians  and  -specialists  in  all  major  fields  who^  are  ♦ 
committed  to  teaching.  *  i  »  '  "         s  ' 

Support  and  commitment  of  hospital  administrati.on,  executive  committee, 
arvji  medical  staff  of  irivolvfed  hospitals  and  local  professional  ^ 
organizations.    ^       '  -j?  '  ?  "  ^  *  * 

2.  (Complete  hoapita^l 'facilities ,  which  noiflfelly  inclu^  all  clinical  - 
^services,  together  with  w^fl-equip^ed  laboratory-^jraudiology ,  and  .. 

\  -  •      library  facilities.  "  '  ;        '     ^   '  ' 


3.     Active  clinf^lVvolume  representing  a  cross-^efction  of  clinical  problems. 


A.     Equipment  Appropriate'  to  the  i^edical  practipe,  basic  textbooks  and 

rsic 
:ing 


j oum*als ,  etc.  ,^as  well  as  physical  space  for  the  students  should  be 
available  at  the  practice  setting./    r-         *  ' 


5.  Emphasis  should  be  placed  on.  the  ability  to  develop 'and  sustai«n  a 
close  interaction  between  the  remote  site  community  faculty  and  the 
central  School  df  Medicine  faculty.  • 

',  " *   c    / '    '  ...  ,      :  •     .      .  .  . 

6.  Geographic  and  logistic  feasibility  for  the  University  support  of  the 
^     decentralized  program.  • 

^     Philosophic  agreement  between  the  conmunity  aifd  the  University  based, 
lipon.  mutual -vfieed.  and  desire  for  the  ^oposed  affiliated  program. 


Adequate  ptart  up  and  operational  funds.  ^  ; 

7.  'Trainee- to-community  faculty  ratio  tljiat  will  assure  adequate  supervision 
of  the'^itrainees.  .  \ 

8.  '   Departmental  support  of <the  program  i^  Itsl educational  objectives 

within  each  clinical  department. 

'  •      "» » 

^  9.     Active  support  from  ,t;he  local  chapters  of  various  professional  organi- 
*     zations .  » ».  . 

.   /    ■  V  - 

10.     The  sites  should^Jje*  fe-evaluated  at  first  annually  and  then  perhaps  ^ 
less  frequently,  jo^i^'^Tr  there  is  any  change  in  health  professional 
staff injg  at  the  remote  site. 

^  *  ■  :  ■       .  .  ■ 
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*  Mechanisms  f  or  Upj^adlnR"Tr|tlnlng  In  Remote  ,Slte  Location^ 


or  Upgjradl 


^  li-*-.  Itesources'to  provide  aasistanae  to  th^  coxmnunity  faculty  for  th^  develop-i 
m'ent  of  teaching -skillisi^  projblem'  solving,  evsLLuabion  technique^,  etc, 

^  Recog^Ltion  by  the'^tat^/ttiat  the  need  fqr  f^^rculty  is\in  excess  of 

that  normally  provided  in  dtudent/f acuity  formulas  for  the^School  of  * 
Medicine  Curriculum^  ^n  general.  •  ,  , 

3.|    Living  facilities  ,foi:  the  trainees i  including  spouse  vhen'' ^ppToinriate , 
and  possibly  stipends,  recognizing  the  fact  that  the  "trainees/usu'^ly 
must  continue-^tp  maintain  their  Usual  residence  at  the  Sch^^ial  of 

Medicine  site.  V  '  - 

.    .  .  ■        t  •       „    .  .  .  ■  • 

'  •     .  ■         ■   *  ■        '  I  ,  • 

^  '    4.     Travel  funds  for  students  and  School^ of  Medicirje  and  community-based 

faculty.  ,  *^ 

5.  .Stipends  for  the  ^lommunity-based  faculty  participating  in  the  program. 

^' '      ■  '  •  ^  ■  ■  ■ 

6.  When  necessary,  init^-al  acquisition  of  basic  clinical  references  for  the 
remote  site,  \,     /  ,      T  '  -  .  . 

*    7.     Provision,  'on  a  pilotxbasis,  for  developing  audio/visual  instructional' 
materials .  *  ' 


T.- 


/ 
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6."  SUBSTITUT^ABILITY  OF  MiD-LEVfiL  PRACTITIONERS 

Tlifl's  "  section  discusses/  the  suitability  of  utilising  mid-level  health   '  -  t 
praptitioner»  to'dev&lop  an  effective  and  efficient  majipower,  system  for  de-  * 

•thite 


T'liveririg  comprehensive  ^^health  care  for  California's  population.  *In 
discus^sion,  mid-l-evel-^pr^actlt ioners  Vill  ^include  physician's  assist 
— >i\urse  practitioners •     The  paper  will  fiocus  on ^ the  following  issues:.  ^ 


ants  ahd"^ 


Irv   Special  conditioiVs' inU3alifomra  that  indicate  the  n^ed  for 
Utilizing*  mid-level  practitioners, 


.  2.     Nature  and  productivity  pf^  key  types  of  mid-levfel  practitione'rs  i 

3.     Implications  for  utilizing  mid-level  practitioners  in  meeting  v 

:<  ■  .    '  .    ),      ■    '    •  ■    ■  '.  ■  ( 

Califotnia  health  manpower  needs,  and 
'    A,  'Barriers,     ^  *      ^  .     '  ^     .  i 

■  y     ^     /  -  V 

Conditions  ^that  indicate  the  neifd  for  mi d-lqfvel  practitioners  in  California  , 

■  (42)       I    \  ~  ]  ~ 

Research  by  Reinhardt        suggests  that  the  health  care  system  is  indeed 

'  ^     '  ■  ^  ^  ■   *    ■   \      ■      •   ■  -  ^ 

inefficient ^in  its  use  of  resources.     He  qoncludes  that  if  physicians  were 
to  kct  as  rational  creatures,  thie' productivity  of .  the  health  care-^  systebK- 
migtit*,  be  increased  by  as' much  as  25%:     Such  improvements  could  be  achieved 
merely  by  the  employment  and  uSe  of  more  paramedical- aides.  Physicians, 
as  a  group,  appear  to  be  notably  inefficient  in  delegating  tasks  to>others. 

  California*?  health  goals  will.not  be  achieved  unless  art' efficient, 

effective  and  equitable  system  of  manpowey^is  established  that  can  deliver 
comprehensive  heaflth  services.     Few  considerations  in  the  health  manpower  ' 
field^seem  to  ofier  so.  much  promise  for  improvements  in  health  care  de^        '"  ■  ^/^ 
livery  as  does  substitution  among  mahpow.er  types.  :*  ». 


m3  )  *  . 

Reinhardt  and  Smith         state  that: 

"*  ■  ^  • 

"Almost  all  ^research  on  health*  manpower  substitution  points  to  the 
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conclusion  that  the  typical  provider  of '  ambulatory,  care  -  itidividual  ^ 
practitioners"  or  even  group  practiced  or  clinics  -'^lave  not  pushed  the 
substitutions  of  paramedlAl  for  medical  manpower  to  the  extent  that  Is^eco-., 
nbinlcally  des 

Nature  and"  prbdiictlvity- of  kfey.  types  of  mid-level  practitioners 

V       ^  -  .     ^    ,  ■ 

,^  -A.  -  Physl^iarirs  Assistant  (PA) 

Op&^f  the:  ways  t\)  expand  the^upp*Ly^  of  medical  services  jand  to  in- 

.,0  '  <  :  *  .  • 

crea|6^the"^pf o€uctivlty  of  the  physician  is  to  delegate  relatively  simple. 


^ 


rep^ltlve  and  standardized  tasks"  to  lower  level  workersr-or  paraf)f ofessionals. 

^  *  •■     ^  /■  ■ 

e  'physlc^ajLjs^asslst,ant  is  one  of  the  chlex  -types  of  personnel  'being  used  to 
expand  the  supply  of  personal  health  care  services^     the  California  Assembly 

■   ■     -  ■  '  ^  I  ( 

Bill  2109  and  the  Physiciap'^^  Assistant  Law  of  I970\^legally  redognlzed  this 
new  category  of  health  manpower  in  the  State  and  eeta^blished  a  framework  ' 

for  developing  training  programs  and  practice  Standards  for  physician's 

'  (  4  4)  '    '    '    ■  ' 

assistants. 


The  Song-Brown  Family  Physician  Training  Act  established  a  medical 

training  contract  pr6gram(v4eslgned  to  encourage  the '^training  of  the  family 
physician  and  t;he,  primary  care^p^ysiclan" s  assistant.  Song-Brown  Act  funds 
grained  twenty  physician's  ^as.slstants  graduating  in  1975  and  will  provide 
funds  for  the  graduation  af  33  new  PA*s  in  1976.     Current  plans  are  to 
graduate  26  new  PA's  in  1977  and  9  in  1978,  for  a  total  of  88  funded  by  the 
programs  during  the  fiscal  years  1974-78.     \,  / 

Ilie  three  California  institutions  that  are  training  primary  care  PA's 
are:  - 

— .UCl^A/Charles  R.  Dr«w  Postgraduate  Medical  School  . 
—Foothill  College/Stanford  University  Hospital 


—USC/LAC  Me di,cal  Center.      ^  ■  \ 

«  .•     .     -  .  , 

Training  for  emergency  care  and  'for  orthopedic 'physician's  a^sist^nts 

V  ■  ■  '  -   ■  ♦ 

are  offered  by:  ,  .     ^  *      /      ^  V 

— WSC/IAC  ^MedicaLr  Center  (E^eirgency~C^^  ;     ,  ,  , 

*\  •       '  .    •      1  .  ' 

J      ^-UCL A/ Charles  R.  Drew  Postgraduate' MedicaLSchool  (Emergcfticy  €are) 
'  . — USC/Cerritos  College  (Orthopedic)   ^ ^ 

— rFoothlll  College/Stanford  University  Hospital  (Era^rgency  Care) 
As  of  Feb^ar>/  1976,  .there  were  177  PA's  approved  by  the  Califqrnia 

I      ■      .      ■  .      ■     -  ■     ■     ,  h 

Board  of  Medical  Examiners  for  supervision  and  employment  in^the  State. 


Of  this  group,  144  are  working  ip  pyCraary  care^,  _23  in  emergency  care  and/ 
lO'in  orthopedics.     All  but  11  of  these  PA* s  were  trained  in  California. 
1.    Function  .  - 

.The  physician's  assistant  is  defined  by  the  American  Medical  Asso- 

«  /■  '        .  ,  .  »  ■ 

y  ■  I  • 

ciat;ion  as  follows: 

/      "The_  assistant  to  the  primary  care  physician  iis  a  person  qualified 
by  academic  and  clinical  training  to  provide  patient  care  services 
under  the  supervision  of  a  licensed  physician  in  a  wide  variety  of 
medical  care  settings  which  are  involvled  in  the  dielivery  of  primary 
care.     The  functions  of  a  primary  caret  physician  are  interdiscipli- 
nary in  nature  involving  medicine,  pecj^Latrics ,  obstetrics  'and 
psychiatry  S     '  . 


The  PA  provides      variety  of    personal  jiealth  services  in  an  . assisting 
role  to  the  primary  care  physician.     These 'services  are  described  to  in- 


(46) 


\ 


elude  but  not  limited  to  the  following: 

— receiving  patients ,  obtaining  case  histories,  performing  an 
appropriate  physical  examinations  and  presei^ting  meaningful 
/    .  resulting  data  to  the  physician 

— performing  or  assisting  in  laboratory  ^ocedures  and  related  studies 
/    in  the  practice  setting  l  '  \ 
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'  — 'giving  ItQectibns  an4^^tairatii;zation8 


— sutUBlng  and  caring  for^woiinds 


—providing  patient  counseling  services;  referring  patients  to  other 
^    V  '  health  xare  resources  ^       -         ,  " 

''A'         .   ■■■      .       ^  '        -  . 

^, — responding  to- emergency  si4:uatlons  which  might  arlse^  in  the  phy- 
sician's absence  within  the  assistant's  range  of  skills  and 
-  experience,  and  .  ^ 

---assisting    the  employing'  physician  £n  all  settings  such  as  the 
office,  hospitals,  extended  care  facilities,  nyrslng  hopes,  and 


patient's  home. 


The  ultimate,  fole  of  the  ^ssjLstant  and  Ti±s  , functions  vary  wlth^hls 
Inaividual  capabllltle  s  and  the  specific  needs  of  Jihe  employing  physician, 
the  practice  setting  in  wjilch  he  works,  and  the  community,  in  which  he  lives.*' 

The  1970  report  of  the  Ad  Hoc  Panel  of  New  Aembers'of  the  Physician's 
Health  Team,  Board  of  Medicine,  Nat lonal^cademy  of  Sciences,  described 


several  types  .of  physf'clan's  assistants  i^h^ch  it  categorized^lnto  three 

levels  of  functioning.,  popularly  referred  to  a&  A,  B,  and  C.     These  types 

or  levels  are  distinguished  primarily  by  the  nature\^of  the  service  each  is 

best  equipped  to  render,  by  virtue  of  the  depth  and  breadth  of  their  medl-  • 

cal  knowledge  and  experience.     The  report  distinguishes  the  type  A  assistant 

from  the  B  and  C  types  by  his  ability  to  Integrate  and  Interpret  medical 

findings  on  the  basis  of  general  medical  knowledge  and  to  exercise  a' degree 

of  Independeilt  judgment.  ,  According  to  this  classification  scheme,  specialty' 

physician's  assistants,  such  as  the  orthopedic  and  uiro logic  assistants, 

would  function  at  the  B  level  and  medical  assistants  /office)  and  practical 

(73)  * 

nurses  would  function  at ^ the  C  level.  >  . 

...  >  ■  ■  ■ 
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PUBLIC  HEALTH  BRIEFS 


TABLE  1--fMctlv«R«sponMttoTas((P9l#QatlonChiMtk>nffi«lr« 


LalX)r|itory  and  Related  Tasks  * 


Could  A  Should 
beO«legatM 

tolton-MD 

ASIM 
Survey 
(%Mds) 


Obtair]\and  nriount  electrocardiogram  tracirigs 
'  ObtainWenous  blood  samples  for  lab 
/Procure  urine  sample  for  tab  ' 

Pertomi  urinalysis- (glucose,  protein) 

prepare  urine  for  microanalysis 

'Determine  hemoglobin 
.  Determiiehematpcrit  . 

Perform  blood  cell  counts,  smears  or  both' 

Perform  pulmonale  function  studies 

Perform  Master  s  twa-^stop  exercise  test 

Perform  skin  tests  (allergic,  fungi, 
tubercukjsis  (Tbc)) 

Therapy         .  '  - 

Administer  immunizations 

Adminis  ter  medications  intramuscularly 

Administer  medications  intravenously 

Perforrr  ear  irrigations 

Bemovu  sutures 

Give  diot  in9truction  for  obesity, 
diab€  les.  etc. 

Clerical  and  Office  Tasks 


FHI  out  risurance  forms 
Dobilli/»g  *  " 

Order  refills  of  prescriptions  with 

physician  authorization- 
Schedule  appointments  for  X-ray  and 

lab  \^ork 
Schedjule  admissions  to  hospital 
Schedule  appointments  on  referral  cases 

after  conferring  with  MD 
Type  progress  notes  on  chart 
'Physical  Examination  Tasks 
Obtain  height  and  weight 
Take  blood  pressure  on  initial  visit 
Take  blood  pressure  in  following 

hypertensive  patient 
Take  temperature  _  - 
Administer  screening  tests  for  hearing 
Adpiinister  screening  ^sts  for  vision 
Perform  tonometry 
Perform  proctoscopic  examinatiqp  * 
Perforrh  pelvic  examination  af^j  do 

Pap  smear  '  ) 

Perform  Pap  smear  only 
History  and  Patient  Contact  Tasks 
Take  and  record  routine  elements  of  hidlory 

(family,  operations,  injuries,  etc.) 
Take  and  record  history  of  present  illness 
Take  and  record  elements  Of  systemic  review 
Provide  telephone  advice  on  routine  medical 

questions 

Provide  (a)  ^elepbone  advice  on  routine 
minor  medical^roblems  and.(b)  schedule 
patient  for  examination  at  office  if 
necessary 

Vrsil  nursing  homes  for  routifto  'medical^  " 

rechecks  \ 
Visit  patients'  homes  to  determine  necessity  ^ 

of  physicians'  exam  at  home 
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69 
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83 

97 

87 
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51 
9 
'6 

34  ^ 

60  ' 

28 
37 
61 

67(a) 
77(b) 


43 
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Task  is  .Currently  Being  Delegated  to  r4(>n-MD 


aSim 

Survey 

Contr6l 
.  Site 

Sites  with 
Physician  Assistant 

Sites  with 
Nurse  Practitioner' 
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Performed  by  Npj^D  in  W  Presence  of  MD      -~  -  Not  Applicable  or  No  Response 
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30s 


and  personal 
outweigh  formal 
patterns. 


The  Americ^fTSo^iety  of  Internal  Medicine  obtained  data  on  3,425  mem-  * 
bers  in  1969.  cqnceming  their  attitudes  toward  anticipated  task  delegation 
^to  physic^ian  extenders.      A;    similar  study  was  repeated  in  1973  by  Drfctors 
John  K.  Glenn  and  Jay  Gojdman  at  fhe  University  of  Missouri-^^olumbia  J 
at  eight  medical  practices.     It  was  founds  .with  minor  exceptions  ,^f^iat  / 
actual  task  delegation  patterns  conform  with  the  1969  3tudy  as  to  which 
task  "should  and  could"  be  delegated  to^pbysician  extenders. 

Despite  the  difference  in  tftining  of  PA  and        personnel,  Glenn 
and  Goldmanv^foumd  no  distinguishable'  difference  in  delegatiijn  patterns, 
although  nurse  practitioners  more  often  emphasize  patient  counseling  , and'  , 

education.     The  researchers  ^felt  that  the  shared  experience 

'         ■  '  •  - 

attitudes  of  physicians  and  physician  extenders  may  quickly 
physician  extender  training  in  date  mining  task  delegation 
b.  Productivity 

A  review  of  recent  literature  on  the  use  and  ef fectivemess  of  physician 
extender  types  of  workers  indicates  that  the  productivity  j)f  physicians 
dan  be* substantially  increased.  .     '  '  ^ 

Rafferty^^^  estimates  that  under  conditions  of  continuous  production 
the  overage  solo  practitioners  in  medicine  could  profitably  employ  twice  as 
many  auxiliary  health  workers  as  he  does  —  four  instead  of  two.,  increasing 
the  number  of  patient  visits  per   jhy^ician  per  week  by  25%.     He  states  that 
activity  analysis  shows  how  primary  medical  care  practice  can  be  organized 
to  increase  the  productivity  of  individual  physicians  by  75%  through  the 
use  of  pa's.  V       :  *-  *  ^ 

A  recent  study  by  Nelson,  et  al.  found  that  the  addition  of  a  PA  to 

ambulatory  care  pra<:tice'  increases  the  practice's  productivitiy .  Practices 
*  using  pa's  (raedexes)  had  a  12%  Increase  in  the  number  of  patient  visi't's 
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during  the  first  3^ear  of  training  and  1  3/4  years  later  had*  an  average 
increase  of  '37%.     The' medex  by  himself  provided  care  to  28%  of  the  patients 
and,  in^company  with  the  physician,  to  another:  10%.     This  37%  increase  is 
comparabj-e  to  the  40%  increase  reported  by  Smith,  Anderson,  and  Okimoto .  ^^^^ 

(The  use  of  PA's  in  'rural  and  medically  unders^rved  areas  appears  to 
be  particularly  appropriate.  '   Duttera  and  Haslan^^^^re^)orted    an  evaluation  " 
data  of  using  physician  exten-ders  in  the  rural  southeast.     They  claim  that  ' 
a  , large  percentage  of  patient  problems. in  a  general  practice  are  appropriated  • 
for  physician  extender  activity  and  that  approximatley  50%  of  the  problems 
currently  be^g  seen  by  physician,  eictenders  fall  into  the  categories  of  ^ 
trauma,  acut*?.  respir^ftory  problems,  administrative  exams  and  chronic  cardio- 
vascular  problems  and  the  physician  extenders  perfom  these  duties  well. 

There  have  been  few  studies  to  .Indicate  t^e  cost-effectiveness,  of 
adding  PA's  to  primary  care  practice  teams.   .One  recent  study  by  Nelson  et  al. 
has  determined  that  the  addition  of  a  MEDEX  to  10  of  12\practices  studied 
resulted  in  substantial  gains  of  revenue  over  e'xpenses.  * 

.3.  , Acceptability        ,  ^  •    „  /  ■    -  '       '  . 

The  use  of  PA's  has  generally  gained  favorable  acceptance  by  the  public, 
physicians  arid  health  professionals'.    'A  irecjent  study  By  .Haug  Ass6ciated;  Inc.  ^^^^ 
£or  the  Board  of  Medical  Examiners,  State  of  California  found  the  following: 

1.  The  public  is  q^uite  favorable  toward  being^  cared  for  by  a 

ghyaici-an's  assistant.     Eighty  percent  of  the*  sample  stated  .they 

"definitely''  and !  "probably"  would  ^e  willingj|||^o  be  cared^  for  by  a  PA 

^,  ■        "  .  '     • .  '  . 

assuming  he  was  qualified  to  pe^j^rm  the  ta^.     Only  14^  were  not  sure  ' 

^     .    whether  or  note  they  would  be  willing  to  have\^  PA  care  for  them  and. 

only  6%' expressed,  negative  feelings.    /   .      .  .  ' 

2.  Physicians    are  generally  favorable  (ie.  app.rdximately,  2/3's       -  . 
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J 


rated  the  program  excellent  or  good)  toward  the  PA  program  coctceipt  'Al- 


though only  a  minority  of  physic±an«-^(ie'*  about  20%  -  25>ii)  are  interested 
in  having  a  physician's  assistant  at  this  tiiqe,  '  , 

e  •     .     ■.  '       »  .         ■  ■  - 

rf!?      3,     Allied  health  professionals^are  favorable  toward  the  PA  program 

concept.     Almost  80%  stated  that  the  concept  sounds  like  an  excellent 
or  good  program.  "^^^^  ,       \  '    ,   -        *        -  .  , 

B.     Nurse  Practitioner  (NP) 

The  nurse  practitionjir*  (NP")  iS:  another  category  where 'the  delegation 
of  physician  tasks  hds  occurred*    i'his  general  classification  includes 

\  •    •  ^    „     ■  ■  '     '  ; 

NP's  who  work  in  primary  care,  f ainily ,  pediatric,  family  plarig^ing,  GB-^GYN, 
geriatrics,  mental  health  and  school  settings.     For  a  detailed  account^of 
the  historical  backgr9und,  roles,  legal  status  and  barriers  to  the  (is e  of 
nurse  practitioners  refer  to  the  paper  "Training  and  Utilization  of  Mid-- 
leve;l  ^practitioners":     a  partial  solution  to  th^.  short  age  of  primary  health 

careTprovi  California",  by  trene  Pppe.  ■  \ 

:  ,    (55)  . 

The  NP  is  defined  as  a  '  licensed  nurse  who  has  acquired  additional 

medical  knowledge  and  skills  to  gather  data;  make' hypotheses ,  identify 

pr9blems,  implement  management  and  evaluate  the  results  in  :Q<^nsult:atioi;i 

with  .a  lic€;j\sed  physician  and  surgeon.     The  NP  also  continues  to  function 

as  a  nurse  providing  direct  patient  care.     (See  page  .377  for  a  more  (iojnplete 

discussion.)  ,  '  '  - 

1.     Function  ^ 

The  main  functional  difference  between  t      NP  and  the  PA  is  tha^^t  the 

■  ■  ^'  .       '     .     ■       .  A 

NP  practices  under* his  or  herr license  as  a  nurse  and  congults  with  the 

■  .  . 

physician  who  retains  final  medical  responsibility  for  the  patient.  In 
Califotnia,  specif*ic' approval  of  the  physician  to  supervise  the  NP  is  riot 
required.     The  PA  is  trained  to  vA^rk -under  the  immediate  supervision  of  a 
physician  primarily  in  an  office  setting  and  performs  tasks  essentially 


medical  in  nature.     The  NP  performs  both  medical  and  nursing  tasks. 

The  tasks  performed  by  NP's  vaty  according  to  the  nature  of  the  specialty 
in  which  they  h^^ve  been  trained  and  in  which  .they  work.     A  career  ^model 
fof  nurse  practitioners  which  details  a  number  of  specific  functions 
and  tasks  is  described  by  Lucille  Wood. ^ 

2^   Productivity  4 

One  of  the  easiest^  settings  to  demonstrate  the  productivity  of  NP's  Is 
ir^  pediatric  practice.     According  to  Reinhardt  and  Smith         all  studies  of  * 
pediatricians  show  that  roughly  A0%  of  their  patients  are  well  and  50%  of 
the  pediatrician's  patient  contact-time  is  -devoted  to  well  care.  *ln 
addition-,  to  well-child  care  another  3.0%  of  the  pediatrician^ s  time  is  de- 
voted to  minor  illnesses  which  include  the  common  cold,  upper  tespiratory 
tract  infections,  ear  infections  and  G-I  disorders.     They  conclude  that  the 

physician's  time  can  be  reduced" by  50%,  by  the  use  of  1,5  pediatric  NPs. 

'  ^  (57)  ' 

A  recent  study  by  Spitzer  et  al.  on  the  effects  bf  substituting 

nurse  practitioners  for  physicians^  in  primary  care  practice  demonstrated 

that  a  NP  cait  provide  first-contact  primary  clinical  care  as  safely  and 

effectively,  with  as  much  satisfaction  to  patients,  as  a  family  physician. 

They  also  found  that  the  NP's  were  able  to  function  alone  successfully  in 

67%  of  all  patient  vtsits.  ^  '  ' 

■  <^ 

A  similar  .experience  is  resulting  fi'om  a  nurse  practitioner  project  in  a 

community  hospital  in  Sonoma  County,  California,  Preliminary  data  indi- 

cate  that  seven  N^^'s  are  providing  a  wide  range  of  healtli  care  services  in 

health  maintenance,  acute  and  chronic  disease,  maternity  and  various  emergencies* 

•  .*  •  « 

and  illnesses.     Some  patients  were  seen  by  the  physician  and  nurse  working  as 
a  team,  and, others  were  seen  by, the  nurse  working  along  but  with  physician  , 
backup.  .       .    ^-^  ■  ^  *  f''.\  ^  " 
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the  effectiveness  of  NP's  ;ln  OB-GYN*and  fkmily  planning  pra^ctices 
has  also  been  demonstrated*.     Using  women's  health  -  care  specialists^  to  yer- 
torm  services  such  as  taking  medical  historie^,  perforti  specified  physical 
examinations,  taking  P^p  smears,  inserting  lUD's  and  p^erforming , other 
functions  under  standing  medical  medicHl  policies  and^  pr^c^U^res ;  Ostergar^ 
and  others^^^'*  ^^^^^^^ere  ^uc^nassful  in  improving  the  productivity  of  physician's, 
inserting  lUp's  they  found  that  the  incidence  of  complications  and  other 
outcomes  were  no  different  for  those  inserted  by  paramedical  personnel*        '  ^ 
versus  those  inserted  by  i5hysicians. 

In  anothier  reference  Ostergard  states ^^"^^  that  if  paramecJical  family 


planning  ^ecial^ists  were  ritj^d        the  delivery  of  famil"^  planning  services 
it  would/reduce  the  number  of  physicians  required  on  a  full  time  basis  to 
20%  of  that  required  under  tfhe  existing  health  care  system.     The  80%  savings 
in  physician  manpower  has  great  implications  foro  the  future  delivery  of 
family  planning^  services.      v  i 

Brunetto^and  Birk         in  a  demonstration  where  primary  care  was  provided 
by  multidisciplinary  teams  staffed  by  physicians  and  physician  associates, 
conclude  that  if  th^s  primary  care  model  were^  spread  throughout  the  U.S. 
the  present  number  of  125 ,'000  p;racticing  primary  physicians  would  be  ade- 
quate to  meet  \he  national  need. 

Implications  of  utilizing  mid-level  practitioners  in  meeting  California's 
health  needs 

The  relatively  recent  introduction  of  MLP's  into  our  health  care  system 
has  allowed,  v^ry  little  time  to  collect  extensive  data  upon  which  t,o  develop 
formulae  f dl^determining  manpower^ requirements .     The  studies  cited  are, 
relatively  Jf^v  and  scattered  and  care  must  be  taken  in  developing  standards^ 
'Nor  utilizing,  such  personnel  in*  generalized^situations.     Nevertheless,  these 
^a  do  indicate  the  ef f ectivenlfess  and  productivity  of  PA's,'NP's,  and  .  > 


MLP's.  -     .    '  .  *  f".." 

In  vley  of  the  data  that  already  exijSts the  specific -conditions  that 
(ire  prevalent'ln  CaHfomla,*^  the  following  factors  just'lfy  the  use  of  • 
,  MLP's  'as  part  of  an  effective  and  Vf^flclent  health  manpower  system  for  the 

State.  ■      :  .    /'■       '  \  . 

A.   Functional  needs  of  California's  health  priorities 

•  •  (63) 

.;The  1971  California  St^tfe  Plan  for  Health         listed  .ten  priority 


Tiealth  problems  that  affect  the  optimal  health  and  well-being  of  the 


state's  population:  ^ 

4rug  abuse  .    ,  .  chronic  diseases 

*  venereal  disease  .    .      dental  healt*h 

mental  health         *  -^neurological  );iandicaps 

alpohollsm  .  suicide     *  , 

mental  "retardation  .   infectious  diseases  t 


■7 


The  alleviation  atid/or  resolirtion  of  these  health  problems  in  most,    If  not 
.  all,,  cases  requires  that  the  patient  tak^^  tesponsibility  for ,  understan4 
an4>^artlclpate  in^he  health  diagnosis,  treatment  And  maintenance  process  . 
connected  with  the  condition.     Unless  individual  consumers  atod  patients  are 
willing  and  able  to  follow  lif eH^^hancing  procedures  arfd  behaviors,  the 
prevention,  elimination  and*ftcontrol  of  unwanted  personal  health  prbblefts  will 
be  impossible  to  attain  or  in^fective  at  best. 

For  example,  an  individual  must  take^  responsibility  for  not  drinking'  ^ 

-  .V. 

alcohol  to  excess,  to  avoid  smoking,  to  not  drive  his  automobile  dangerously 

and  .to  eat  an  adequate  'diet;  he/she  must  use  contraceptives  or  'prophalactlcs- 

to  avoid  unwanted  p^regnanl^ies  or  venereal  diseasfe;  if  he/shfe  has  a  disease 

such  as  obesity,  diabetes,  hypertension  or  rheumatic  heart  disease,  they 

are  responsible  for  taking  medi<:ations  and  behaving  wisely  as  defined  by  . 

.  their  physician  br  other  health  team  member. 
(6  A ) 

Colladay         has  made  an  iextensive  review  of  the,  literature  on  the 


role  of  patient  participation  and  productivity  in  the  medical  care  sector. 
He  dites  numerous  8tudies,^hat  demonstrate  inq)roved  health  outcomes  when 

patients/ and  sometimes  other  family  members ,  participate  in  choos.ing 

•      »  .         ■  9 

levels  of  utilization,  phalsing  treatments,  and  monitoring  and  evaluating  * 
therapy  and  organizing  and  executing  programs  of  health  maintenance. 
'  "Examples  of  this  include  early  diagnosis  of  cancer,  cardio-vascular  disease, 
tuberculosis  and  dental  problems self  c^are  in  diabetes  and  diet  management. 
Golloday  concludes  that  pilot  programs  have  indicated  that  patient  /education 
and  self-care  has  been  successful  in  both  reducing  the  costs  of  care  and 
improving  the  sociopsychological  welfare  of  patients. 

report  by  Oxwick,  Sha^^ll  and  Witte^^^^  illustrated  the  cost  benefit 
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of  a  national  measles-immunization  ]i)rogram  to  be  a  net  benefit  of  $423  million- 
and  the  DHEW  has  estimated  the  cosb^betilf it  ratio  for  seat-bejLt  installation 
at  more  than  $1,000  saved  for  bvery  dollar  invested.  ^  >  ^ 

This  research  suggests  two  baLsic  premises :    one,  that  , the  role  of  the 
patient  in  the  delivery  of  healt;^  care  should  be  substantially  increased 
and  the  patientj  and/pr  ^his  family  should  be*  induced  to  undertake  preventive 
rather  than  ep,i^odic  care.     Two^:  that  health  programs  and  services  that       \  - 
emphasize  prevention  and  health-    promdition  can  be  cost-effective. 

All  evidence  indicat'e^<(^h^t  MLP's  can  effectlj/ely  delivery  preventive 
and  health  maintenance  services.     Functionally,  thfese  ^^^^^  of  activities 
are  generally  not  "high  level,'"  tasks  or  operations.     Gi^g  he^l^- informa- 
»tion  and  educa[ting  patients givitig  immunizations  and  first  aid,  giving 
4   guidance  and  counsel  on  routine  matters ,  and  providing  many  cjinic  sdvW^es 
such  as  nutrition,  prenatal,  well>,l?aby  and' adolescent  care  are  examples  of 
activities  that  mid-level  practitioners  have  learned  to  perform  effectively.  ^ 
A  large  part  of  the  preparation  and  training  o.f  PA's  and  NP's  has  been  to  learn 
to  educate  patients,  to  perfprm  routine  diagnostic  and  treatment  tasks  and  to  . 

•  ..  '  ■  V  ,         •  ■  ■     ■       J  : 


assist  the  patient  in  maintaining  his ^ own  hqalth  status. 

BarTiers>     Identification  of  the  various  barriers  is  a  necessary 'first 
ste^  in  deciding  how  fast  we  should  move  in  expanding  the  very  limited  traifiing 
prograios  for  nurse  practitioners.    ,Some  of  these  are,  identified  and  discussed' 
in  this  section.  '  .       V  ^ 

A.    GuijJelines  for  Standardized'Procedures  . 

The  new  definition  of  R.N.  scope-of-practice  (Sections  2725,  2726  B  &  P 
Code)  i>rovi<|es  that  some  functions  (especially  those  where  medical  an4  nursing 
prax:tice  overlap)  may  be  performed  "according  to  standarize4  procedures For 

practice  settings  that  are  not  licensed  health  facilities,     the  law  defines 

....  ■  ,   ,  ■ 

"Standardized  Procedures"  as  follows*: 

"Poli?ciQs  and  protocols  "Heve^oped  through  collaboration  among  admini- 
strators and  health  professionals,  including'  physicians  and  nurses, 
by  an  organized  health  care  system  which  is  not  a  health  facilty 
iicenserd  pursuant  to  Chapter  2  (commencing  with  Section  1250)  of  Di- 

'  vision  2  of  th^  Health  and  Safety  Code.     Such  policies  and  protocols 
shall  be  subject  to  any  guidelines  for  standardized  procedures  which 
the  Board  of  Medical  Examiners,  and  the  Board  of.  Registered  Nursing  may 
jointly  promulgate;  and  if  promulgated  shall  be  administered  by  the 

fioard  of  Registered  Nursing."    (67)  f 

.     ,    .   .  .  ,  ^  .  \  • 

The  Attorney  General  has  advised  th^  two  Boards  that  the  guidelines 
which  they  adopt  should  be  broad  and  general  in  nature  and  should  leave  reason- 
able freedom  and  flexibility  for  health  care  systems  to  adopt  pTblicies  and 
protocols  which  may  expand  the  usual  areas  of  overlap  between  medicine  and 
nursing  practice.  ' 

If  the  two^j^gulatory  boards  adopt  guidelines  tbat  are  consistent  with 
the  concept  expressed  by  the  .Attorney  General  curbing  only  those  rarie  excesses 
which  would  t)e  considered  highly  questionable  by  the  vast  majority  of  medical 
opinion,  then  the  guidelines  will  not  seriously  inhibit  the  use  of  the  new  ' 
practice  definitidn  to  expand  the  practice  of  some  registered  nurses  into 
new  areas  of  overlap  with  medicine.     But  it  needs  tg  be  pointed  oiit  that 
neither  of  the  regulatory  boards ^ supported  AB  3124,  the  original  and  major 

■  ,      ■     ■  . 
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bill' providing  a  new  diflnltlon^f  R.N.  scope-of-practlce  and  that  neither 
of  the»  boards  ha9  adopted  an  e^thslastlc  position  of  Implementing  the  new  law. 
the  questions  posed  to  the  attorney  General  In  the  letter  of  November  1974 
from  a  joint  committee  o*f  the  two  boards,  suggest  that  the  boards  may  approach 
the  development  and  adoption  of  guide*lines  with  a  very  conservative  and 
cautious  attitude  toward  changes  In  scope-of-practice. 
^         B.     Professional  Cojfporatlons.  •  '      ^  . 

S  i 

The  ,Moscone-Knox  Professional  Corporation  Act,  enacted  ln**1968,  pravldes 

,  '  •  .  .  '  / 

for  the  formulation  of  a  special  type  of  corporation  known  as  professional 

f68) 

corporations,  to  render  "professional  services  in  a  single  profession." 

The  corporation  is  authorized  to  rei^der  professional  services  only  if  it  holds  ^ 

a  currently  valid  corporate  license  or  certificate  Issued  by  the  appropriate 

prof essionalrlicensing  agency. . 

Sect^ion  13405  of  the  Act  provides -that  such  prof esslona^corporatlons  may 
lawfully  render  services  through  employees,  who  are  licensed  in  the  same 
profession  as  the  corporate  licensed.    Any  other  employees  of  the  corpqfration 
are  explicitly    prohlfeltecl  from  rendering  "any  prpfesslonal' services  reiftiered^ 
or  to  be  rendered  by  said  corporation."  ^ 

It  is  very  clear  that  this  law  does  not  permit  the  oi^anizatlon  of  a 
multldlsclplinary  professional  corporation,  nor  does  it  permit  a  medical 
professional  corporation  to  employ  a  registered  nurse  to  render  any  professional 
services  whatsoever.     Since' many  physicians  who  practice  as  professional  cor^ 
porations.do  employ  nurses,  it  is  apparent  that  thl^s  provisipn  is  being  inter- 
preted loosely  with  reference  to  employees.    However,  it  seems  doubtful  that 
this  would 'be  allowed  to  extend  so  far  as  to.  "allow  nurse  practitioners  as 

■  ■  ■  .  ■  ■    ■  ■  ■  .  k 

employee§  of  professional  medical  corporations. 

There  is  a  parallel  provision  in  the  Medical  Practice  Act^^^^  which 
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provides  for  licensure  of  medical  corporations  organized  pursuant  to  the 

Professional  Corporations  Act.  *  '  . 

. _  .  ■  ■  ...  •    .  ' .  ■  *  t 

C.  Other  Corporations  ' • 

Othet  provlslpns  of  the  Medical  Practice  Act ^^^^  prohibit  any  corpor- 
ation from  engaging  In  the  practice  of  medicine  or  from  employing  a  physician 
to  do  so.    There  are  two  exceptions:    1)  One  or  more  physicians  practicing  as 
as  professional  corporation  are  exempted  from  the  more  general  prohibition.  If 
practicing  pursuant  to  the  Professional  Corporations  Act  and  parallel  pr^l- 
slQns  of  the  Medical  Practice  Act;  arid  2)  By  special.  Individual  action  by  the 
Board  of  Medical  Examiners,  a  corpora^on  can  employ  a  physician  to' g;^iv6  pro- 
fessional services  if  the  corporation  makes  no  charge  for  such  services  &  \ 

Except  in  the  case  of  a  licensed  hospital,  for  which  there  are  special 

provisions,  it  wbuld  appear  that  the  Medical  Practice  Act  prohibits  the  use 

of  corporate  administrative  structure  fpr  collaborative  practice  between 

physicians  and  nurses.    The  prohibition  is  against,  the  participation  of  the 

physicians  in  such  a  structure.  ■ 
^'  *  '  ■  • 

D.  Partnerships  v  ^ 

(71)  "  . 

The  Medical  Practice  Act  prevents  any  physician  from  particlj)atlng 

in  a  multldlsclpllnary  partnership  which  operates  under  a  fictitious  (partner- 
ship)  name.     It  is  not  clear  whether  the  law  permits  a  physician  to  enter 
into  a  partnership  with  a  nurse  or  another  healing  arts  pr^^fessional  iif  each  ^ 
partner  practices  under  his  own  name  and  license.    There  is  probably  a  need 
for  legal  rie^earch  on  this  point.  ^ 

The  Medical  Practice  Act  permits  partnersfrlp  practice  by  a  group  (or 
two)  physicians,  or  by  a  group  of  podiatrists,  in  either  case  using  a  ficti- 
tious nanie,  but  with  narrow  restrictions  on  the  name  style  of  the  partnership.  . 
For  a  physician  partnership,  the  name  sytl*  must  include  the  phrase  "Medical 


Clinic".  *- 

E..  jCollaboratlon  Agreement  *  , 

The  statement  of  intent  in  Section  2725  o^  the  Nurse  Practice  Act  includes 
the  following  very  significant  language: 

V     ,     '-^t.ls  the  legislative  intent  also  to  recognize  the  existence  of 

overlapping  funcJtions'  between  physicians  and  registered  nurses  and  , 
tol permit  additional  sharing  of  functions  within  X)rgani zed  health 
car^  systems  which  provide  for  collaboration  betWeen  physicians 
and  registered  nurses.'*  \ 

One  possibility  which  appears  to  offer  real  proms^se  for  serving  presently, 
unserved-^or  underserved  populations  wi?h  primary  health\car^,  is  a  collaljora- 
tive  system  of  private  practice  which  npy  include  a  physician    and  a  nurse  . 
■s^ractitloner,  each  with  mn  independents  (fiscally)  private  practice,  but  with 
a  collaboration  agreement  under  which  the  physician  would  be  reimbursed  by 
the  nurse  practitioner  for  consultation  and  review  services,  as  provided 
in  the  "^tai\fiardized  ]^o.cedures"  whicl^a^e  developed  to  implement  the  syst;em 
of  collaboration.     Possibly  the  standardizei* procedures  as  yell  as'  the  business 
agreements  could  be  incorporated  into  a  single  collaboration  agree^nt. 

There  are  .limitations  on  what  could  be  included.     For  example;  the  ^ 
Medical^ractice  4pt  prohibits  a  physician  from  "fee  splitting". 

There  is  a  need  for  legal  research  on  collaboration  agreements  which 
might  include  the  development  of  sample  or  model  agreements.  ' 
J         F.    Nurse  Practitioners  as  Employees  of  Physicians 

This  is  the  form  of  collaboration  which  seems  most  readily  acceptable 
to^the  medical  profession,    but  it  also  has  some  serious  limitations.  With 
the  exceptions  noted,  there  are  no  legal  prohibitons  in  manpower  licensing  laws. 

Perhaps  the  most  serious  problem  is  th^  problem  of  malpractice  liability^ 
and  malpractice  insurance^     In  an  employer-employee  relationship:,  both  the 
nurse  and  the  physician  are  exposed  to  malpractice  risk  based  upon  acts  or 


ommlsslons  of  the  nuree,  "  ^         *  ^ 

■  *  '*  ) 

Nursii^  have  maintained  a  low  profile  .with  refer/encfe  to 'liability  suits, 

and  are  able  to ^obtain  malpractice  Insurance  at  very  wdest  cost,  whereas 

physicians  are  Involved  In  such  a  serious  crisis  of  Insurance  cost  that  some 

are  leaving  the  profession,  moving  to  other  areas,  or  limiting  their  practice 

artlclclally,  all  of  which  haye  a  tendency  to  aggravate  present  shortages. 6f 

^  '  ■    ■  •  .       ,   \  ^  ' 

primary  health  care  services.  ^It  Is  Ironic,  In  view  of  these  facts-^-that 
the  addition. of  a  nurse  practitioner  as  an  employee  usually  aggravates  the 
physician's  malpractice  Insurance  problem.     Some  Insurance  carriers  are 
requiring  expanded  coverage  atid  higher  rates  for  physicians  who  employ  .nurse 
practitioners.  , 
-  ,      Until  and  unless  It  Is  demonstrated  (and  It^  will  take  time)  that . team 
practices  will  #end  to  lower  the  physician's  ^.lability  ^hrofile  by  changing  the 
attl^des  of  patients  and  possibly  by  reducing  the  incidence  of  erroi5s,  it  is 
only  realistic  to  expect'  that  the  malpractice  insurance  prob^m  for  physicians 
who  employ  nurse  practltoners  will  get  worse.     •  .  ,  ^  • 

As  pointed  out  earlier,  physicians  who  operate. as  professional  corpora- 
tions are  forbidden  by  the  law  to  employ  nursesr^nuri^e  practitioners,  etc.,  to 
render  any  professional  serviqep.    Whether  or  not  the  present  non-compliance 
will  be  permltt^^dT^tO  continue',  is  problematical.  .  • 

It  hds  been  fairly  well  documented  that  the  main  reason  so  many  registered 
nursefs  abandon  active  practice-  is.  the  relatively  low  .level  of  conii)ensatipn 
(economic  and  ego-satisfying).  *  _ 

It  is  not  possible  to  estimate  the  proportion  of  potential ^mid-level 
nurses  who  would  reject  this  career  route  by  reason  of  the  lower  expectations 
of  compensation  associated  with  being  an  employee  of  a  physician.  Neither 
is  it  possible  to  estimate  the  proportion  of  physicians  who  would  opt  against 
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employing  a  nurse  practitioner  bul^would  be  willing  to  enter  some  other 
collaborative  arrangement.    However,  It  can  be  reasonably  assumed  that  a 
variety  of  possible  administrative  arrangements  would  offer  greater  encourage- 
tafent'.to  the  societal  (ise  of  mid-level  nurse  practitioners  than  a  restrictive 
range  of  options. 

G.    Third-Party  Payers 

Nearly  all  third-party  payers,  Including  Insurance  carriers  and  hiealth 
service  plans,  define  sei;vlces  In  terms  of  the  (a)  Institutions  where  the  care 
Is  given,  or  (b)  the  licensed  professional^- (not  always  restricted  to  tjie  ^ 
licensed  healing  art3)  who  gives  the  care.    With  a  few  exception'^,  (such  as 
serylces  of  religious  practitioners  which  are  covered  In  some  programs  includ- 
ing M6dl-Cal)  the  contracts  require  that  all  covered  services  must  either  be 

ordered  by  or  performed  by  a  licensed  physician. 

■  ■    6  ,  ,  ,  ■  . 

For  example,  a  Blue  Cross  contract  provides  that: 

"a.    )lospital  services  set  forth    herein  above  shall  be  limited 

to <those  customarily  furnished  by  the  hpspital  and  ordered  by 
the  attending  physician  or  surgeoh  "  and 

*•  .  * 

"b.    Professional  services  of  a  registered  graduate  nurse... when 

furnished  in  connection  with  the  diagnosis-  and  necessary  Xrearment 
of*  any  Illness,  disease  or  bodily  inj-tiryj'  and  be  authorized  by 

physician  or  surgeon  and  for  only  as  long  as  such  authori- 
zation is  given." 

,  ♦         •     .  * 

In  most  .programs,  policies,  or  contracts,  "medical"  and  "surgical"  benefit 
are  further  defined  as  sei^^ices  rendered  by  a  physic  iai  or  surgeon. 

The  net  result,  or  at  least  fhe  general  interpretation  has  been  that 
nursing  services  can  be  reiniburaed  in  two  possible,  ways*:  ^ 

1.    Hospital  Services  (and  sometimes  other  institutional  care  services) 
are  covered  and,  thus,  indirectly^  general  nursing  care  and  intensive 
care  services  are  paid  for.  ...  ,  ' 


2.    ^iBiere  reimbursement  is  made  directly  for  professioanl  nursing  service 
the  service  is  limited  to  traditional  ")?t.rivate  duty"  nursing  care  by 
separate  provisions  which  exclude  medical  a.n^  surg:|.cal  services 
performed  by  anyoa^i. other  than  a  physician. 

In  summary,  ,no  major  third-party  payers,  currently  have  arrangements  or 
contractSja  which  would  cover  services  performed  by  nurse  practitioners  ^ractic- 
i.ng  outside  of  a  hospital.     It  is  understood  that  some  pajrers  are  processing 
physicians* claims  which  includflb^ervices  performed  by  nurse  practitioners, 
but,  there  is  a  serious  question  whether  they  are  contractually  obligated  to 
do  so.    None  have  developed  procedures  for  recognising  nurse  practitioners 
as  "providers".  ,  • 

In  t^rms  of  permitting  and/or  encouraging  utilization  of  nurse  clini- 
cians and  nurse  practitioners  in  the  collaborative  delivery  of  health  care, 
in  primary  care  and  other  shortage  areas,  the  government  i»  probably  the 
worst  of  the  third  pa*lrty  payers.    For  example,  California 's^diM^al  progra^ 
even  excludes  traditional  "private  duty"  nursing  from  coverage,  and  certainly' 

makes  no  provision  f  or  the  use  of  multidisciplinary  teams  to  privide  primary 

(72)  .     *  /  .  ^ 

care .  ,  ,  . 

H.  Hospital  Privilieges  of  Nurse  Practitioners 

^To  a  considerable  extent,,  the  prospect  for  utilizing  nurse  piractitioners 
in  primary  care  physician-nurse  teams  will  depend  on  the  explicit  or  tacit 
granting  of  hospital  privileges  to  nurse  practitioners.    There  is  some 
tentative  indication  that  hospitals  will  be  more  interested  in  utilizing  nurse 
clinicians  and. nurse  practitioners  as  hospital  employees  than  in  accepting 
them  as  attending  practitioners  to  hospital^ patients .       .  ' 

Until  this  issue  is  clarified,  either  by  court  test  or  by  private  agree- 
ment,  the,  question  of  hospital  visits^  by  nurse'' practitoners  and  particularly 
the  question  of  whether  nurse  practitioners  may  enter  therapeutic  treatment 
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orders  In  a  patient's  chart,  will  have  to  be  considered  as  moot.    The  actibns 
of  iiyd^yidual  nurse  practitioners  are  tentative  and  experimental  until  the 
issue  is  decided  more  generally  by  agreeiaent  or  litigation  or  both . 

It  is  perhaps  wprthy  of  note  that  the  California  Department  of* Health  has 
avoided  this  issue  entirely  in  writing  the  new  regulation®  for  licensecf  health 
facilities.  .      ^  '  / 

»    Aritcle  7  of  the  hospital  regulati^^  deals  with  administration,  ;I/nQluding 
the  duties  and  responsibilities  of  governing  bodies  and  medical  staffs,  and' 
with  patients  rights-     It  requires  that  the  medical  staff  (whicK  controls  and 
regulates  professional  practice  in  each  hospital)  be  composed  solely  of  physi— 
•cians,  plus  dentists  and  podiatrists  When  dental  or  podiatric  services  ire  - 
provided. 

The  regulation  requires  that  physician^,  dentists  fend  podiatrists  who 
"perform  any  service -for  Which  a  license  is  required"  must  be  currently  * 

licensed.    It  deals  with  quality  df  patient  care  provided ^^y^ residents,  interns 

■    ■'<■*■  ■  ^ 

and  medical  students.    Nowhere  is  there  any  reference  to  p4tient  care  by 
nurse  practitioners  pr  to  staff  priviliges-      This  absi^nce  will  undoubtedly 

be  interpreted  by  many  as  a  prdhibition  against  staff  privileges  for  nurse  , 

■*  (    .  "    <  •    .  '  ■ 

practitioners^  ' 

It  would  appear  that . utilization  o^  nurse  practitioners  la  the  care  of 

hospitalized  patients  will  be  seriously  inhibited  b)i<^  the  present  regulations. 


.  7.     RECOMMENDATIONS  * 

Is  recotom^nded  that:  .         ^  ^ 

•      *  •  '•  >  *•  ■  •  ■  ' 

The  state  of 'California  maintain  on  a  continuing  basis  a  health 

manpower  Intelllgi^e  system  that  Is  responsible  for '.collecting, 

collating  and  Analyzing  data  and  information  required  to  monitor' 

physician  (and  other)  hea'ltl^^npower  and  health' science  education  . 

trends  systematically.     It  is  recommended  that. this  be  a  joint  effort 

between  the  California  Postsecondary  Education  Commisslbn,  the  Senate 

and  Assembly  Research  Offices,  the  Heajth  Manpower  Unit  of  the  State 

Department;  of  Health,  the  regional  health  system  agencies  in  the 

Statue,  and  the  Department  of  Consumer  Affairs,  ^ 

Fund  special  programs  for  undergraduate  medical  schools  to  encourage 
miedical  Students  to  enter  primary  care. 

Based  on  the  recommendations  of  the  Health  Manpower.  Ppficy  Commission, 

;  •  ^  \      .     .  # 

the  Board  of  Medical  Quality  Assurance  should  certify  the  number  of 

.. .      '  ■  I  .  - 

surgical  specialities,  family  practice  and  other  primary  care 

^   \  . 

specialty  slots  in^  'State  graduate  medical  programs. 
Mandate  the  State  Board  of  medical  Quality  Assurance  to  develqp *a 
plan  by  1977  in  cooperation  with  thie  14  health  syatem  agencies  to  * 

assess  the  need  forj&pecialtie^  in  their  area;  and"  to  issue  limited- 

.       '    .  '  p, 

-lleen^e^^to  out-of-state  applicants  to  practice  only  according  to 

■openings  availabl-e  in  local  areas.  ^        '  — 

Provide  greater  support  of  family  practice  residencies  arid  othier 

primary  care  specialties  such  as  the  Song-Brown  Family  .Physician 

Training  Act  (SB  1224).  .  » 


The  State  should  increase  en^rollmerit  in  the  medlcaj.  dchoold  at  the 
University  of  California  by  72    in  the  entering  classes  for  the  next 
|;A  years.    In  1975-^76,  the  first-year  erirollment  for  the  University 
of  California's  5  medical  schools  was  "561.    At  thia  projected  increase 
the  recommended  e^tfiering  class  enrollment  would  be  633  by  1980. 

With* these  projected  enrollments,  our  aggregate  phyaician 
population  will  grow  from  46, 165, in  1975,  to  54,732  in  1980;  with  - 
a  corresponding  physician/population  ra.tio  incre'ase  frbjn  201/100,000 
to  222/100,000.  \  \.  '  ^ 

Require-  that  medical  schools  allot  at  least ^50%       their  direct  of 
affiliated  filled  residencies  to  j^iiiiary  ^aj?^  specialt^t^s that*  is, 
family  practice,  general  internal  medlp^iie,*  and  gene^ral  "pedi;atrics. 
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V.  NURSING 


INTRODUCTION  AND  SUMMARY 


Major  Issues  and  Rroblema 

There  seems  to  be  agreement  from  every  research  source  that  the  health 
care  system  in  the  United  States  is  changing  and  Is  facing  Increasing 
pressure  to  change.     Technological  and  scientific  medical  advances,  coupled 

th  rising  costs  tod  expectations  for  comprehensive  care  are '  making 
demands  on  the  traditional  health  care  system  which  It  cannot  meet  In  Its 
present  form.        ^  >  , 

It  Is  In  this  context  of  the  changing  system  that  nursing  education 
confronts  two  basic  Issues:  •  * 

1)  What  kinds  of  demands  for  services  must  nursing  be  prepared 
,to  meet?  '^  ■ 

2)  In  what  ways  must  the  supply  of  nurses  be  adjusted  In  order  to 
.meet  the  new  health/nursing  care  needs? 

Summary  of  Identified  Problems 

In  examining,  the  data  of  the  supply  of  nurses  and  their  utilization 
at  present  and  the  projections  of  nurse  supply  and  demtod  In  the  next  15 
years,  a  number  of  complex  concerns  are  Identified.     The  data  analyzed. In  ' 
this  report  brings  up  many  problems  and  questions  which  need  to  be  answered. 
The  fbllcf^Ti^/^3^  summary  of  these  problems  and  questions  posed  by  the 
data.    Thus  the  summary  of  findings  of  this  report'  Ihcludes  the  questions 
to  be  answered  by  jHie  recommendations:  "\ 

a)     Should  nlirslng  training  programs  be  expanded  and  should  new  ones 


1^ 

more  nurses ^  and  statistics  show  that  California  1^  now  and  Is 


be  developed?    Demand  and  supplj' ^projections  Indicate  a  need  for 
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likely  to  remain  a  debtor  state*    Yet  it  is  found  that  there  is 
♦  difficulty  for  many  nurses  to  find  employment  in  Calif omia* 

Should  there  then  actually  be  imposed  a  moratorium  on  new  training 
programs  or  even  a . cutback  of  nurses  trained/in  California? 
b;    What  can  or  should  be  done  about  the  high  attrition  rate  among 
trained  nurses  and  the  low  labor  force  participation  of  s, 
experienced  nursing  personnel? 

c)  What  can  or  should  be* done  about  the  large  number  of. health 
science  progr^  applicants  for  whom  there  is  no  space? 

d)  Is  more  clinical  training  needed  by  academically  trained  nurses 
as  nur6e  employers  indicate?    What  kind^  of  clinical  training 

is  needed  by  emerging  nurse  prof tf^lgnals? 

e)  .   Is  the_J^air  representation  of  etiinifc  minorities  in  California 

in  1975  in  nursing  education  also  reflected  in  the  employment 
of  nurses?    What  about  equal  oppor^^l^ty  for  males  in  nursing 


education? 


f)    How  can  working  nursjpaj^agrAde  jthajT^^i^^s  profess idnally  and 


academically  when  requfeed^ij^HMSil|fc  education  does  not  con- 


stitute  this  upgradingT;. 


g)    Can  and  should  nursing  ^educatt6n^  unit^ 'a^  functions  be 


standardized?    Will  standardl^zatip^T^^^^  articulatio 

;  ;  ^ ^  ' .  w 

between  various  levels  of  nk^rsing'  education  programs? 

h)  Should  emerging  nurse  roles  bp.O^^ 

education  levels  td  create  a  j^jp'i^^ctf^^  for 

nurses?  :    I*  • 

•    ■       .  ^  ;  ^ "    ■•     ■■ :   i\  .  ;^  i   ■  -     .  ,  . 

i)  Should  the  same  assumptions  regarding:  alipdat^  time  be 

■  •"V.n    '.■ '     «  t'' » •  ■ 
made  of  nursing' educators  as  It*  dsi^df- m^4ic&l  f ^xiUltV  (including 

time  for  research  activities,  cp^'uhtty  M^d;prQfesbional  service, 


and  possible  advanced  studies  towards  a  Ph.D.)  as  many  nursing 
educators  urge?        '  ' 

j)    Should  the  different  levels  of  nursing  education  (LVN,  AA  degree 

•         .     ft  • 

nurses,  Diploma  nurses ,  ^Baccalaureate  nurses,  Public  Health 

.  f  ■      ■  ••  » 

nurses.  Master  degree  nurses,  etc.)  be  specified  in  terms  of 

professional  category,  salary  differentiations^  etc.? 

k)    What  kinds  of  curriculum  changes  are  needed  in  nursing  education 

to  meet  thfe  demands  of  the  changing* health  delivery  system? 

•  '  '  ■        '  I     ^  * 

1)     How  may -nurses  have  more  of  k  voice  in  health  poli<^y? 

*  .  \     ^\       i'  ' 

m)     In  what  way  can  the  maldistribution  of 'nurse  generalists  dnd 

(  . 

specialists  in  Calif oriiia  be  corrected?' 
n)     How  can  nursing  educations  pay  for  the  curriculum  development 
and  new  programs  which  will  keep  them  flexible  enough  to 

'^■^ir^ji..^,..       respond  to  the  changing  demands  for  nursing  care  services? 

I  ....  '   '  .     '      •     .  ' 

Summkjgj^  pf;  Re  commend  at  ions 

^v:^^,^  The  ^l^^i^i^.^^  and  analyzed  in  the  text  of  this  report  can 

bgvadf^^ss^-a'^^^  Education  Commission  in  a  variety  of  ^ 

va3{8  4;C:J^vifc  on  Recommendations    it  ia    recommended    that  the 

tt^ese  problems  via: 
'  lv*^^9pi3msor^        o.f 'Certain  comprehensive  studies, 

2.  support  of  certain  data  collection, 

3.  development  of  various    policy  statements, 

4.  encouragement  of  certain  projects,  and 

5.  direct  action  such  as  appointment  of  nurses  on  Commission  boards 

■J 

and  committees 
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Definition  of    Licensed  Nursing  Persotmel 

Licensed  vocational  nurses  (tVNs  or  licensed^practical  nurses  as  . 
they  are  called  in  other  states)  are  graduates  of  formal  programs  either 
in*  private  schools ,  high  school  adult  education  courses  or  community 
colleges »  of  at  least  12  months  duration,  who  have^^^upcess fully  pas.sed  a 
written  licensure  examination  issued  by  the  Board  of  Vocational  Nurse 
and  Psychiatric  Technician  Examiners.     ^.VN* s  provide 'much  of  the  patient 
bedside  care  in  hospitals  and  J.n  convalescent  homes  working  under  the 
direction  of  the  physician  and  the  regis tered  nurse. 

Reg'istered  nurses  are  individuals  who  have  completed  specific  formal 
education  either  in  an  Associate  degree  program  "(ADN) ,  a  hospital  licensure 
program  (commonly  called  Diploma  programs),  or  a  Baccalaureate  degree  pro- 
gram (BSN)  ^nd  who  have  successfully  passed  a  written  licensure  examination. 
Their  training  may  take  from  two  to  five  years  with  two-year  programs 
beiag  offered  primarily  at  community^  colleges  and  the  lengthier  hospital 
and  Baccalaureate  program^  at  colleges  and  universities.     The  graduates  *of 
Diploma  (hospital) 'and  Associate  degree  programs  tend  to  become  floor 
nurses.     Graduates  of  Baccalaureate  degree  programs  tend  to  become  admini- 
strators, {)ublic  health  nurseg  or  teachers,  in  nursing  programs.     All  R.N. 
preparatory  programs  in  California  must  be  accredited  by  the  Board  of 
Nursing  Education  and  Nurse  Registration.  ' 

Nurse  practition'^rs  are  registered  nurses  who  have  taken  six  to  twelve 
months  additional  training  in  physical,  examination ,  disease  management' skills , 
and  psycho-social  health-illness  status  of  individuals,  families,  and  groups^ 
This  training  is  in  addition  to  the  basic  nursing  education'^     Portions  of 
their  practice*  relating  to  initiation  or  change  of  a  medical  regimen  are 
subject  to  policies  and  protocols  developed  collaboratively  within  the  practice 
setting  by  physicians  and  the  niftse  practitioner .  * 
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2.    'SUPPLY  TRENDS  AND  PROJECTIONS 
"Supply"  of  manpower  usually  refers  to  the  availability  of  tliose  kinds 
of  personnel  which  require  specified  formal  training ;  therefore ,  availability 
is  constrained  iri  size  by  a  qualified  pool  of  personnel.      \    In  California,^ 
^'^there  are  three  categories  of  health  personnel  which  are  formally  trained 
to  provide  nursing  services  and  thus  constitute  the'  "supply"  of  nurses. 
These  are:  ^   '  '  .  ^ 

1.  registered  nurses,  • 

2.  licensed  vocational  nurses,  and 

3.  nursing  aides,  orderlies  and  attendants,  " 

The  first  two  are  licensed  personnel;  the  third  is  not.     Their  tasks 
overlap  considerably,  but  their  charact^ristslcs  may  be  defined  different 
tially  according. to  their  training  and  certification.   (See  definitions 
of  licensed  nursing  personnel  in  the  introduction. )  , 

It  can  be  said  that  "hi'gher  education"  (postsecondary  education)  is^  the 

''  •  '  ' 

main  -source  for  tlie  preparation  of  nursing  personnel  in- Calif orjiia. 

■    ■     \  '  , 

Therefore,  the  number,  availability,  and  accessibility  of  nurse  traialng  ^ 
institutions  constitute  the  major  factots  in  controlling  the  actual 
supply  of  nursing -personnel  in  the  State  (this  refers  also  to  postsecondary 
education  facilities  outside  of  the  State,  of  course.)     Flans  by  nurse 
training  programs  to  expand  or  reduce  the  size  of  their  enrollment , «or  to 
change  or  modify  their  programs,  greatly  influence  thesupply  of  nurses. 
Other  factors  affecting  su^jply  as  well  are:    1)  the  licensed  aggregate 
supply  of  nurses,  2)  in— migration  of  trained  nurses  from  but  of  state 
labor-force  participation  pf  trained  nurses,  and  4)  distribution  of  nurse 
personnel.     In  the  follxjwing  analysis  of  the  supply  of  nursing  personnel,* 
registered  ^nurses  will  be  dealt  with  first  and   then  the  LVN, 


1  TABLE  V-1 

ACTIVE  REGISTERED  NURSE  POPULATION  RATIOS  IN  CALIFORNIA: 


1965,  1967-,  1968,  1970  AND  1975 


/ 

Year 

Total 
California 
"RN's 

■  1         ■  " 
t 

Active 
RN's 

Active 
Percent  of 
Total  < 

Ratio  per 
100,000  ^ 
Population 

J 

1965 

98  438 

68  127 

• 

1967  , 

105,887' 

•  70,-495 

66 

366  ' 

1968^ 

109,936 

71,596 

65 

366 

1970^, 

77,400 

387 

1973*e8tlmate 
1975^  \ 

126,637 
137,316 

82i314C 
92,161 

 •  

65  . 
67 

V 

.396 
434 

SOURCES:    {iealth  Manpower  ^Council  of  California,  Registered  Nurses,  1970 
and  Board- 6f  Nurse  Education  and  Niirse  Registration  Annual  Highlights  and 
Prof lie  of  Registered  Nurses  in  California.  k 

"a  ■  .    <^       ■  -         .  ■ 

i       1968  data  for  active  nurse?  we^e  projected  by  the  Board  of  Nurs^ 

Education  and  Nurse  Registration  base^d  upon  a  sample. ad  jus  ted  for  noti- 

tesponse>     1970  data  were  based  upon  response  of  30,000'  nurses  and  were 

not  projected  or  adjusted.     It  is  reason'kble  to  assume  thkt  the.  1970  datB 

overstate  active  nurses  because  of- the  likelihood  that  inactive  nursejs 

probably  would  have  a  lower  response  rate.        ,  v 

Ratio  for  1965-68  was  estimated  by  the  Health  Manpower  Council  of 
California  b&S^d  ufpon  population  estimates  of  the  California  Department 
of  Finance.     In  1966,  the  American  Nurses  Association  conduct:ed  an 
inventory  of -^registered  nurses  in  the  U.S.    They  report  93,649  nurses  in 
California  for  that  year,  approximately  5,000  less  than  the  Board  of  Nurse 
Education  and  Nurse  Registration  for. 1965.    According  to  their  data,  63% 
of  total  nurses  were  active.    We  would  expect  that  the  California  data  are 
more  accurate  anasmuch  as  they  are  prepared  by  the  licensing  agency. 

:1973  is  estimated  by  £ipplylng  a  65%  activity  rate  to  registerea 
.  nprse  totals.  ^  •  ( 

^From  James  Dei  Rossi's  data. 
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ACCUAL  SUPPLY  OF  NURSES,  .  '  •  j  , 

The  total  aggregate  supply  of  registered  nurses  in  California  can  be 
sefen  in • Table  V-1   .     From  those  figures  of  registered  nurses  submitted  by 
the  Board  of  Nursing  Education  and  Registration,  it  can  be   estimated  that 
there  was  a  39%  increase  in  registered  nurses  between  1965  and  1975,  and 
a  35%  increase  in  active  registered  nurses.     This  compares  to  a  43.22% 
increase  of  active  registered  nurses  in  the  United  States  during  that 
period.  (See  Table  V-.2  ).     It  can  also  be  noted  that  the  r^tio  of  active 
registered  nurses  per  100,000  population  has  gone  up  in  California  (from  • 
368  in  1965  to  434  in  1975),  although  not  as  fast  as  it  has  gone  up  in 
the  United  States  as  a  whole  '(from  319  active  regis^tered  nurses  per  100,000 
population  in  1965  t:o  414  in  1975).     California  in  1^75,  however,  continues 
to  show  a  higher  ratio  of  nurses  per  100,000  population  than  the  national 
ave  rage . 

TABLE  V-2  :  ■ 

ACTIVE  REGISTERED  NUR^Es 

,  CALIFORNIA  AND  UNITED  STATES 
1965-1975 


YEAR 
1965 
1970 
1975 


SOURCE; 


CALIFORNIA 


UNITED  STATES 


Number 

Ratio"* 

Number 

Ratio 

68,127 

368 

621,000  / 

319 

Z7',400 

387 

723,000  . 

353 

92-,  161 

434 

889,400 . 

414 

Migration  and  the  Supply  of  Health  Manpower  in  California. 
Section  2.  .     .  -  ' 

Projected  Supply  and  In-Migration  of  Registered  Nurses,  James  Dei  Rossi 
*Rati'os/are  per  100,000  population. 
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TABLE  V-3     '  ' 
U.S.  SUPPLY  OF  ACTIVE  REGISTERED  NURSES  AND  NURSE/POPUUTION  RATIOS 
Actual  1970;  Projectedl$?5-1990 


—p.  ,  ■  ^,  ,„.„,  

number  rate 

1975  ^ 
number  rate 

1980  ^ 
number  '  rate 

'    1985  ^ 
number  rate 

'  .      1990  ^ 
number  .  rate  • 

lias'lc  methodology^ 
2 

Low  alternative 

3 

High  alternative 

723,000  355 
.723,000  355 
,723,000  355 

889,400  414 
881,400  410 
886,000    412  \ 

1,099,600  485 
1,07^,100  474 
1,105,500  487 

1,294,500  541 
1,261,-200   527  ' 
1,337,400  559 

1,466,700  585- 
1,426,200  569 
1,535,300;^  613  . 

*rate  per  100,000  population;  based  on  J.S.  Census  Report  and  Projettions,  resident  population: 


1    ■  ^ 


1970  - 

203,805,000 

1975  - 

214,883,000 

1980  - 

226,934,000 

1985  - 

239,329,000 

1990  - 

250,630,00d 

Three,  metht^dologies  were  used  to  account  for  the  impact  of  future  'funding  on  nursing  school  first 

•       year  enrollment  (nursing  school  here  refers  to  three  types  of  progi^ams  - diploma,  bac 
and  associate  degree  program) : '  t 

■  1  -  assumes  ajoderate  overall  Increase  in  enrollment  (with  a  decrease  in  diploma' programs  ai)d 

a  proportional  increase  in  baccalaureate  and  associate  degree  programs) 

2  - assumes  the  same  total  enroUtnents  as  in  (1)  but  with  lower  ,completi^^  . 

program  (with  the  increase  spread  evenly  over  all  three  types  lOf  programs) 

3  assumetf  a  higher  rate  of  overall  Increase  than  (1)  but  with  identical  completion  rates  (with; 
the  increase  spread  evenly  over  all  three  types  of  programs) 

Notes.:  Figures  Include  all  active  registered  nurses  in  fhe  50  States  and  the  District  of  .Columbia  (baccalaureate, 
\  diploAa,  and  associate  degree  programs) 


ProjecUons  include  all  active  registered  nurses  as  of  12/31/70  £li«  the  estimated  number  of  nursing. graduates '  ' 
tO      £lu8  the  estimated  number  of  those  re-entering  the  profession  minus  the  estimated  number  lost  due  to  dfeath  or  n  ^ 
"    retirement.  ■  ~      ^   .  * 


:Source:  The  Supply  of  Health  Manpower.  1970  Profiles  and  Projections- l.qflO.'  U.S.  Department  of  Health,  Umtim  and 
Y^-  Welfare,  OeJember  1974,  chapter  10.  '  .     '  ' 


ERIC 


■  4' 


All  projections  for  future Isupply  of  registered' nurses  estimate  that 
both  the  numbgr  of  registered  nurses  and  active  registered  nurses,  as  wel]^  ' 
as  the  ratio  of  nurses  per  100,000  population  will  dnrrease  1)oth  in  Calif or- 

nia  and  the  nation."   (See  Tables  V-3  and  V-4  ).     It  can  be  estima'ted  that 

•    •  ^  >     .  .  ■   -         \  ■ 

the  number  of  active  registered  nurses  will  increase  by  3.44%  in^Califomia' ' 

from  1975  to  1990^;  while  the  per  population' ratip  will,  increase,  from  A34  per 

100,000.  to  541:     i;h  comparison  the  total  number  of  active  registered  nurs.es 

in  the  U.S.V  has  b^ei^^^rojected  to  increase  by  64.91%  in  the  period  1975»' to. 


1990;  while  the  ptJr ^popul^tion  ratio  will  increase  ^rftm  414  active  R,N.'^. 
per  100,000  population  to'585.     Now  it  can        seen  that  California,,  which  in'.*. 
1975  is  shown  to  have  more  active  nurses  per  100,000  population  than  the' 
national  average,  by  1980  will  fall  steadily  behind  tfie.,^ojected  national 
average  ratio.     Similarly,  the  percentage- growth  in  the  nurse  supply  in  ./ 

California  by  1980'will  be  lower  'than  the  national  average  growt>h  percentage. 

«  ■  .  .  t  • 

-  '  ,      .  :     "'v    \?ABL^  v-4  I 

BASE  CASE  ESTIMATED  TOTAL  LICENSED  AND  ACTIVE  -^.N.s  IN  CALIFORNIA  IN  1975;.  1980, 

*   1985  AND  1990  -h 


ft 

.  1975 

1980 

1985  ' 

1990\ 

Number ' 

Number 

% 

•Number 

% 

Number 

Total  licensed  RN 

13  7, .316 

163,466 

190,225 

.212  ,,,?73 

Active  RNs 

■  92,lfei 

, 109,949 

100 

127,137 

100' 

141,420 

• 

^100 

Surviving  and 
licetisecj.,  1975 
.   RNs     '  ■ 

V 

80,117 

72.9 

69,445 

54.6 

57,938 

41.0 

Migrating  RNs- 
1976-1990 

f 

11,500 

10.5 

22., 303 

17.6 

i2  ,323' 

22.0 
I  *■ 

36 . 2  - 

CaljLf .  gradu- 
ates, 1976-96 

Calif,  pop.  ' 
C thousands) 

21,206- 

18,:?32 
22-,  659 

16.6 

35^.3^9 , 
24,363 

*.27.8 

§1,159 
'26,098 

Active  ftNs  per 
100,000 

434 

485 

-521* 

*   T- 

*^ 

541 

-5* 

4. 

SOURCE:     Migration  and ^the  Supply  o^  Health  Manpower  in  Calif.,  James  Dei  .Rossi. 


^  .  This  majf  in  parf  be  attributed  to  the  differential.  In  the  projected 

growtjtk  rate       the  oppiftation  in  «alifornia  ah<|  in  the  nation.    As  shown  in 

y    :    ^'      *       •■•  ^ 

fTables  V-5.&Ji^5ar    ,^it  4ias  been  ^stimatipd  tl^iat^^e  pei:centage  of  popula- 
fci'on  grqiwtj:j|j4h  California*        in  the  natio|^  will  decrease  in  th6  next 
c  fiffeen  yea^s^ while  ^her percentage  of  nursing  grpwth  will  increase.  How- 
wever,  California's  ptojiulatfion 'has  been  esfe^imated  to  grow  at  a  greater 


percentage  tljan  the  average  national  growth  percentage,  while  the' growth 

.  .    .  ^     -V    ■      •  ■      ♦  ' 

percentage  of  active  nurses "in  California  is  projected  as  being  smaller 
than  the  average  pefcentage  of  growth  of  active  nurses  in  the  nation.  ^ 


»   ^  TABLE  V-5 

CALIFORNIA  AND  U.S.  POPULATION  PRo!lECTION 
AND  PERCENTAGE  OF  GROWTH  RATE 


Series  D-lOO 

population 
Proiection 

•   r  — ■ 

Population 
Growtti 

%  of 
Growth 

Population 
Proiection 

Population 
Growth 

%  of 
Growth 

1975 

•  21,206;  J  '  • 

-  214,883 

 «  

.  1980 

-    ■  ■■■•>• 
<■  22,659 

.  1,453' 

6.§l 

>: 

f^,  226,934  . 

12,051 

5.6 

1985 

24,363 

1,?04 

7;5  • 

2  39,329  ' 

12,395->^ 

5.5. 

•  1990 

26^098' 

.   1,735  " 

250,639  , 

ilr30i 

,*■ 

■    A- 7!. 

■  :  r-*  * 



Computed  by  t^ie;  Health  Manpower  Stddy  from  population  data  for  June  1974  from 
"Projections  for  C^litomia  Counties ;  1975-2000",  California  Dep^rtm^nt  of  ^ 
Finance.  • 


TABLE  V-5a 

GROWTH  PERCENTAGE  AND  POPULATION  RATIO  (PER  100,000  POPULATIQN)  DIFFERENTIM.19 
'      OF  ACTIVE  NURSES  IN  CALIFORNIA  AND  THE  U.S. 


1965  -  1975 
California  - 


U.S. 


Growth'  Percentage  ^ 
of  Active  Nurses. 

t 

t35.04% 

•+4i."22% 

.   Ratio  Difference 
'  of  Active  Nurses 
per  100,050' pop. 

+66  nurses 
■    (368  -  434) 

+95  nurses 
(319  -  414) 

1975  -  1990 

California 

-«  U.S. 

Growth  Percentage 
of  Active  Nursea — 

+52.83% 

+64.91% 

Ratio  Difference  ■ 
of  Active  Nurses 
per  100,000  pop. 

+107-  nurses 
(434  -  511) 

+171  nurses 
(414  -  585), 

if 
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In  a  special  conference  on  health  manpowier  at  the  White  House  In 
November  1975  >  It  was  recognized  that  the  "increase  In  the  numbcr  of 

*       ,  II 

nurses  In  the  next  10  to  15  years  Is  expected "to  outpace  population  growth/ 
Part  of  the  reason  Is  due  to  the  decreasing  percentage  of  population  growth. 
The  VThlte  House  conferees  questioned,  however.  If  the  Increase  In  manpower 
suppi'^  would  still  be  adequate  to  meet  the  nation's  needs.   (Their  . 
requirements  will  be  discussed  in  the  chapter  on  Demand.) 

NURSING  PROGRAM^  DATA  4^  ^  . 

1  As  stated  above,  It  can  be  said  that  the^  primary  factor,  establishing 
the  supply  of  nursing  personnel  Is  the  availability  of  educational    .  . 
resources         4-  that  is,  the  programs  which  train  nurses  an4  t"he  number 
of  their'' successful  graduates.     The  education  of  registered  nurses  is 
unique  from  that  of  other  health  professionals  in  that  although  there  is 
only  one  type  of.  R.N.  licensure,  and  only. one  nursing  licensing  board  in 
CallfomlXwhlch  grants  the  R.N.  license  to  those  passing  the  .  licensure 
test,  there  are  three  distinct,  kinds  of  training  programs — the  two-year 
Associate  degree  nursing  .program,  the  ^three-year  Diploma  nursing  program, 
and  the  four-year  Baccalaureate  degree  program.     In  addition.  Master  and 
Doctoral    degree  programs  afe'^'avallabj.e  to  the  registered  nurse  for  * 
-increasing  skills '^nd  specialization.  '      ^.  _ 

Programs 

The  Increase  in  registered  nurse 'supply  in  Calif omla  has  occurred  as 

a  result  of  the  development  of  two-year  nursing  programs ,  according  to 

(1)  '  •  ^     ,  ;  •    ■    ~  ' 

some  sources.  Growth  has  been  dramatic  for  these  academic  lij^stitutlpn-* 


based  programs  in  terms  of  number  of  programs  as  well  ds  enrolin^nt.  The 
Baccalaureate  degree  program  also  is  experiencing  gtgv'/th'I  where^  Diploma 

programs  have  gtadually*  declined.     Graduate  nursing  l^r^ograms  for  M.A.  and 

.  •     ■        f  '  • ' 

Ph.D.  decrees  in  nursing  are  also  slowly  increasing.     lable  V-6 

320  "  ■ 


shows  th^  growth  of  accredited  programs  for  1965  to  1975  in*  Calif omia, 

A  list  of  the  accredited  pre-sexrvice  program^  in  California  in  professional 

nursing  appears  in  Appendix  B  on  page  B-1,  '*  - 

,  ■  *' 

Table  V-6  below,  also    indicates    that  .  hospital-based  Diploma "training 

programs  are  rapidly  being  phased  out.     This  is  due  mainly  to  cost  pressures 

■  TABLE  V-6 

.    '     ■  ,  (.  .  .  -  . 

TOTAL  NUMBER  OF  ACCREDITED  NURSING  PROGRAMS  IN  CALIFORNIA 

1965  -T  i975' 


1965 

1975 

Associ,at6  Degree  ^ 

32 

60 

Diploma 

20 

5 

Baccalaureate 

'15^ 

Graduate  (M*S.N.,  Ph.D.) 

2 

9 

V 

TOTAL 

:  69 

98 

/ 

SOURCE:     Compiled  from  data  submitted  to  the  Health  Manpower 
Study  Office,  Sprihg  1976. 


on  hospitals.     It  has  als'b  been  a  result  of  the  response  to  Federal  programs 
in  nursiqg  education  which  gave  public  support  to  academic  institutions  'to 
develop  nursing  progra||g  in  the  late  1950' s  and  1960's  (this  support  in 
the  1970's  has  been  moderated  due  to  concern  of  healtfi  planners  and  edu-  . 
cators.of  possible 'oversupply  of  nurses,,  and  has  been  reflected  in  *the 
Increasing  restrictions  and  difficulties  to  obtain  capitation  grant  monies. 
For  a  variety  of  reasons,  "California  has  been  a  leader  in  the  transition 
of  Diploma-oriented  hospital-based  programs  to  Associate  degree  prograih^. -^"^^ 
The  table  above  includes  pr^-seryice  nursing  prograte,  as  well  as  7 
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B.S.  or  B/A.  programs        fout-year  postsecondary.  tiducatlonal  institutions 
which  are  open  only  to  active  registered  nurses  who  do  not  have  a  Bacca- 
laureate  degree  in  nursing.    These  program3  have  been  developed  in  just 
the  past  few-years  and  differ  widely  in  format.     Some  are  sponsored  by  ' 
accredited  nursing  schools  and  conducted  on-cainpus  for  the  experienced 
active  nurse^^who  wishes  to  get  a  Baccalaureate  degree.    Most  of  these 
^programs  foi;  active  nurses,  however,  are  conducted  through  "extended  unir 
verslty  prpgrams."    Here classes  are  held  off  campus,  and  the  course 
work  may.  ot  may  not.  hie"  taught'^^^^^    faculty  of  the  accredited  nursijig  school. 
In  one 'S.^^  Referee  proigram'  f6t.  experienced  nurses,  the  liberal  arts 
courses  are  taugJjJ]t  ^y;  >lette  faculty  of  the  sponsoring  uni- 

versity.     In  another  such  program  .off^^ti^h^^^     BSN  for  active  nursfs,  students 
follow  individually  designedy^curriculums ,  monitored  monthly  by  the 
program  coordinator  from  the  ^^epo^soring  school  of  nursery.     These  programs  ' 
allow  participation  from  nurses  working  and  living  in  isolated  rural  areas. 

The  pcypularity  of  phe  Baccalaureate  programs  is  due  somewhat  to  the 
urging  of  groups ^such  as  the  National  Consultant  Group  on  Nursing  "to  in- 
crease the  number  of  nurses  with  advanced  training  who  are  capable  of  ' 
assuming  educational  and  administrative  leadership  roles. "    ^    Tied  to  this 
also  is  the  proposal  of  groups  such  as  the  American  Nurses  Association  to 
change  the  present  single  nursing  career  structure  into  separate  technical 
and  professional  career  fields.     According  to  M.W.  Searight,.  "Professional 
nursing  ^^gins  with  the  Baccalaureate  degree  and  mastery  of  couteot  not 
commonly  taught  in  Associate  degree  and  Diploma  programs."  Many  R.N. 's 

see  the  B.S.  degree  in  nursing  as  a  way  to  move  up  the  promotional  and  salary 
ladder  of  their^  employer  institutions ,  as  well  as  a  way  toNincrease  job 
sat^faction  with  mo^  meaningful  responsibilities. 
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Studies  on  actual  nurse  administrator  selectlmt 'Crltdrla^'hc^  may 
refute  this  perceptiion.  ,  r  >•    •  , 

Graduate  nursing  progrdms  Beyond  the  ^*9,^V<tegt^e* Have  also  been 
experiencing  enthusiastic  response  ^rom  nurs^V^^^^^ 

although  the  programs  themselves  have  deye;l^p<^4  sl^  to  funding  arid 

licensing  problems.     Many  of  the  new  ^peclaliftt^^  have  ,lieen  funded 

by  federal  grants,  mainly  from  agencies  Vq^  HEW- 3Ux^b/a  Regional  Medical 

Programs .  (whose  functions^ will  eventually^  the  iiewj.y  develqp- 

"    '     *        •  •  ^'  ■*      ^'    '      .  •        ■•  *   '  1 

ing  health  systems  agencies  of  •  the'  health  pjanriitrg  Act  of  1976^  PiL.  9306*Ai.) 
Legally,  the  practice  of*  the  hurding^sp^claiiatsr  their  rol^-  V 

beyond  those  covered  in  .the  Niirse  Pi^alctiee  Act  "wad  <^  under- 1^ 

mental  He fiilth  Manpower  prbg ram  of  the  ^;CaIl^prni:a^  of  HealthTuht.i,l. 

l^yy  when-  the'Nursfe  Pt'afctice  Act  wa?-  bro^  law,  the  Board  ^  V  • 

Registered  Nurses  ^anjd  the  new  Bqard,  of . Assurance  are  jointly 
empowered  to  pron^gl^ate  guidelihes  fptc  3^  procedures*  for  niirf^^  V 

engaged  ln;.eocpanded  roles  of  nuraittg; '  but  ^^^^^^^  to  date  have  been 

.  •   ^  (110  -  ^  -  .   ^  ^'    '  ■■•♦^ 

delayed.    •.■  ..^  ,  i*  '■.'v'-.-.-.  « 

In  1973^  some  700  nurse  ptactltidner^  studen      and  graduates  in*  formal 
programs  we¥e  identified?  .bj^  M^y  qf  1975^;  ^otc  1,978  nurse  practitioner  ^ 
students  and  graduates  were  iddntified.  :  Ponjtta  Ver  Steeg,  hotes  that, 
"this  rapid  ^increase  of .  A'urse  prdctitiohfer^^^^       in  marked  contrast  to  the 
physician^s  asgistants  pfdgraii^  whith,^ ^  b  had  produced  approximately 

100  practicing  physicidn' assistant  gradua        under  the  authority  of  the 
Board  of  Medical  Examiners:"  >  .  ^  : 
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HEALTH  FIELD 
'(Trainee  Role) 


•■■■if'' ' 


TABLE  V-7      ;  '  .V 

NUMBER  AND  PERCENT  OF  NISE  TRAINEES  IN  mOYMENT/ 
OTILIZATION    ,  , 
Since  Start  of  Prograa  Thrbtigh  May  1975 

NOTEMPL/UTIL 

.    TRAINEES- TOTAL       'CALIFORNIA,  OUT  OF  STATE  OR 'UNKNOWN 

Number       Percent     Nuiber    Percerlt      Number    -  Percent  Number -  .  Percent 


MNG  ■■  1,761        100,0      1,U5       65,0        254-  ^       14.4      362  20^ 


■  .  ,  ,  V,,  :  V 

Family  Nurse  Prac^ ;      ■  ■  ' 


titioner  '553.      100.0        328     ,59.3       ;.28     '      5.1      197.  35.6. 


Pediatric  Nurse  ^,     'Vr^:  , '  i,"  '  ,;v 

Practitioner       '  ijo.O       291'.      69.8-    "  39  9,4     '  87  20.9 


Matemal  Nurse  559      ■  100.0        343       61.4/      164         29'.3-      52  9;3 

Nursing  Midwife       .;,;14;       100.0         9       64.3  5         ^35.7  ,0 


SchoolNurse  ' -^86 ^i; /'lOO.O   '     80       93.0'      ,  0  .     6  .7,0 


Geriatric  ;        "  '     '  ' 

'  Geriatric  Nurse  1         100.0.        1    MOO.O  '       0         -  0  ''    >  -*- 

•  Falnily  Planning  Nurse      131   '      lOd.O         93  •    7l\o     .    18  '  "  '  ,    13.7       20.'  '  '  15';3 


SOME:  Second  Annual  Report  to  the  Legislature,  State  of  California  and  to  the  Healing  Arts 
...         '  Licensing  Boards.;  November'.  30,  19,75,  Page  42 . 


k  { 


...  V     :   V  ■  .» 


Table  V-  7     shows  th^^umber  and  percent  of  nurse  practitioner  trainees 
r-  '    ■  '  ■       '  ......  - 

in  employment /utilization  since  the  start  jof  the  programs  through  May  1975. 

Nurse  specialists  in  other  fields  such  as  emergency  room  care,  inten- 
sive care,  coronary  care,  peri-nata/ and  pre-nursery  care  aire  often- 
employ6d  nurses  who  participate  in  special  continuing  education  and;' training 

programs  certified  by  recognized  trainers,  but  usually  are  not  accredited 

•  ■  *    "{  * 

for  any  advanced  degree  by  a  postse.condary  educational  institution. 
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''TABLE  Vt8..   .i  -  .  » 

REGISTERED^ NURSES  EMPLOYED  FULL  TIME  IN  SPECf^L  UNITS 
OF  INSTITUTIONS  BY  TYPE  OF  UNIT  AND  NUMBERS  OF  UNITS  IN  CALIFORNIA 


Gallf .  FTA  Study 
Specialty  Unit 

TOTAL 

Intensive  Care 
'Pediatric  ICU 
CCU-ICU, 
.Coronary  Care 
Cardiac  Surgery 

Psychiatric 
,    Adult  - 
Children 


Full . 
Time . RNs 

4,789 

i>235 

SO  7  ' 
986 
771  ' 
72 


■375 
22 


100.  d 

35.8 
10. 6 
-  20.6 
16.1 
1.5 


7.8, 
0.5 


Calif.  Hospitals.    '     ^^Mii  of 
Specialty  Unit'"  ■  H^pltals 


Intensive  Care 


:■-  Mixed 

Cardiac 
/      Opeh' Heart  Surgery 

*Jsychiatric  » 
Inpatient 
Outpatient 


*  na 

,  415 
201 
66 


.10,4 

lib 


na  * 

n.?, 

34.7  . 
11.4  . 


18.0 
19.0. 


Substance  Abuse 

.105 

2.2 

Special  Services 

Bum  Unit  °_ 

72  ' 

i.-i 

Bum  Care  Unit" 

18> 

3.1 

Respiratory 

.  104 

2.i 

ARenal  Dialysis 

Renal  Dialysf i  '•  • 
Kidney  Transplant 

189 
7 

3v9 
0..1 

' Inpatient  » 
Outpatient 

74 

15.0 
12.8 

Rehabilitation  ,  V- 
Adult 
Chiidr'en 

161  V 

3.4 
O-.l 

*Rehabilit§tibn 
Inpatient  . 
Outpatient 

44 
163 

7.6 
10.9 

Cardia  Cath  Lab 

.0.3 

Oncology 

.  -:  3  ■ 

'  0.1 

■f rauma  ^ 

11 

0.2 

*Emergency /Dept . 

425 

73.4 

Critical  c;4re^ 

.  141 

2.9 

.*  ■   ,  if 

Research  . 

.  6 

0.1 

■  .           ."^  ■ 

Percent  of  R.N. Employed  Ful^  Time  itt  Specialty  Units 
Percent  of  Total  Hospitals  with  Specialty  Unit  '  ; 

*Related  data^but  not  exactly  coi[nparable. 


SOURCE:     California  FTA  Study^  Department  of  Health ,  February  24,  1976  (1974  data) 
Hospital  Statistics,  American  Hospital  AssociatiM ,  1974  (1973  data) 

,   ■      .       •         -  V  .  .  .  : 
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Table  V- 8  shows  the  number  of  registered  nurses  actively  employed  ' 
full  time  in  special  units  of  institutions  by  type  of  un^t  and  number  ' 
of  unitiB  in  California.  f         ■'^  ^ 

One  way  to  smooth  the  transition  of  recordsTy  students^  and  educational 
-resources  between  alT  these  various  levels  of  nursing  training  programs 
is^  with  planned  articulation.     Articulation  is  the  coordination  ^pf  pro- 
grams  and  curriculums  in  higher  education  institutions  allowing  for        -  " 
.easy  transfer^^of  students  from, one  program  to  another;  articulation  for  - 
California    nursing  programs  has  not  been  perfected.     Agreements  between 
various  four-year  academic  ins  tit  ut  ions ,  such  as  in  the  ejftended  degree 
programs  described  above,  have  been  a  result  of  individual  initiative, 
not  coordinated  planning.     The  California ' system  of  public  higher 
education  could  be  an  ideal  sysiem  to  accomodate  articulation.  ^"^^ 
Problems  such  as  the  terminal  tradition  of  community  college  programs, 
are  changing  with  time  and  should  make  coordinated  programs  and  articu^ 
lated  career  ladders  possible  to  obtain,  especially  in  the  nursing  - 
field.     Without  recognized  accreditation ,  however ,  nurse  speci'klists  ■ 
in  particular  are  beginning  to  experience  difficulties  with  educational 
\a»d  professional  advancement,  despite  their .  advanced  training'.  ^^"^^ 

In  sum  then,  there  are  presently  98  formal  programs  in  Califom|.a 
pc^stsecondary  institutions  and  numerous  informal  continuing  education 
programs  which  train,  re'gistered  nurses.     This  number  has  been  growing 
and  there  are  many  indications  that  eyen  more  programs  are  b61ng  planned. 
The  California  State  University  and  Colleges  had  in  its  Academic  Program 
Plan  of  April  1975,  projections. 'to  develop, in  1976  one  more  Baccalaureate 
program  and  three  more  Master  of  Science, programs'  in  nursing.  Two 


TABLE  V* 9 
CAIrlFORNIA  SCHOOLS  0^  NURSING 
R.N:  AI»IISSI0NS  &  graduates  196§->1975 


Admissions    ^  ..  *  Graduates 


Year 

AssQ^late 

Olpioma 

Baccalau— 
: reate 

/  Total 

oaccaxau** 
reate 

local 

1968 
X  Inc. 

■  i  ■  • 

+11.^ 

^    .  779 
•  ^  -  2.5 

1040 
+  1.2 

4203 
+  5,r 

✓  ■1179 
'.  +24.1 

556 

583 
-  1.9 

2318 
+  7.3  \ 

•   «  A  ^  A 

1*69  . 
iX  Inc. 

2469 
+  4.7 

738 
-10.6 

1258 
+21.0, 

■ '    V-  ■ 

.1613 
+28.2 

4492 

■:'+,6::^- 

1395 
+18.3. 

588- 
,  +  5.8 

643 
•  .+10.3 

2626 
+13.3 

»  ,  . 

1970  ^ 
%  Inc. 

3025 
+15.2 

•  595 
-19.4 

5233 
+16.5  : 

1773 
.  /  +27.1 

-14.5  . 

+14.0 

-  0  *  ? 

JU.XX 

+14.7 

.  1971 
Z  Inc. 

3502 
+15.8 

645 
+  8.4 

-  1647 
.    +  2.1 

■  f.  :. .  ■  ■  -. 

5794 
+10.7' 

,  1896 
+  6.9 

492 
-  2.2 

•  914 
+24.3 

3302 
>'9.7 

^  1972 
X  Inc. 

•     ;  .3^30 
+  5.7 

-11,8 

1813 
+10.1* 

6012 
+  3.8 

2386 
+25.8 

,491 
.2 

1815 
+11?1 

3892 
+17.9 

1973  ^ 
Z  Inc« 

3608 
-  .6 

482 
-15.3 

■  ;  •■  1"28C)- 
'  -29.4 

5370 
-10.7 

,     °  2552 
+  7.0. 

.369 
-24.8 

1018 
■+  .3 

3939 

•  +,.i.2 

1974 
Z  Inc. 

.  4066 
+12.6 

388 
•-19. 5 

1,446 
H2.-9 

5900* 
+  9.jd. 

~  2886 
+13.0 

'384 
■    +  4-.0 

1253  . 
,  +2^3.0 

.  ^523 
+1'4.8  • 

1975 
Z  Inc. 

4350 
+  7.0 

355 
-  8.5 

1695  ' 
+17.2 

6400 

+  :8;.5 

3126 
•-.     +  '8,-3 

^  374 

^  1385 
+10.5 

.  %885;  ■  . 
::%:tf.o  . 

Total  Z 

Increase  -'+82.5 

-54.4 
A 

+63.0 

+52.2*'. 

+165,1 

3-  ■ 

VI 

-32.7 

 :  ' 

+110.7" 

Source:    California  Board  of  Nurse  Education  arid  Nutse  tlegist^ation  /  >^ 


community  colleges  in  tl^^5tate  'also  pjan  to'  develop  nursing  programs  in 


Enrollment 


At  present,  as  in  the  past,  theye  continues  to  be  a  surplus  of  \ 

applicants  for  all  levels, of  registered  nursing  tfeinitig  progWite '  in  . 

'     ,  '  .     *t  '  ■  -f  ■ 

California,  including  tnany  who  already  have .  college  degrees  in*  other  \ 

fields,  ii^cludihg  some  ^t  the  Masfter' s  level/ "'"^    This,  i6  kud  to  a  variety 

of  factors,,  btit  largpiy  to  t)ie  public's  perception  tKat  there  Is  '  / 

shortage  of  nurses  everywhere  and  that  toh^refore  employment  Vporturiities 

,  '        '  '    ,\  •  ■  t  *    .  .■      ■        ■  "  .     ■  ; 

everywhere  for  nurses  are  gbod...  .  ^  ^     "  ^ 

.      Tabl-e  V~  9'  shows  the  Increase  of  nursing, programs  admissions  and  '  . 
graduates  ,in  California  since  1968.  .  A  bre^down  of  nursing  degrees^ 
conferred  in  each  California  State  University  and  College  as  well  as  the 
University  of  California  can  be  found  in  Appendix  B;,  pages-  B-5  and  As 

,seen     in    the  table,  enrollment  has  increased  in  all  pro  grains'' but  the  ' 

"  i   '  '  ■  '  .■■*.'.'«• 

Diploma,;as  has  the  number  of  graduates  from  nursing  programs  in 

California.     The  chart  also  shows  that  the  Associate  degri'^programs 

h^ve-.had  the^greatest  increase  in  number  of  graduates  with  the  Baccalaureate 

programs  not  far  behind.  .  According  to  onl?  study,  the  growth  of  R.N.' 

;  ■         *  ^-  '     .      ^  '■- 

■      •      •  .  -  <y 

graduates  in  dll  levels  of  programs /s  greater  in' Calif  ornf  a  t^ian  in  the  v, 
U.S-  as  a  whole,  but  the^ growth  in  graduates  from  Associate  degree  gro^ams  ' 
in  California,  while 'dc^atic,  is  half  the  average  natflnal  growth' .rate  ^ 

of  A. A.  degree  prog^raras.  ■  .  V  .  ► 

-    ^~     .         •■    ■ ^   \     ■  "  '  '   '  ' '  .  ■ 

,    Table         also,  shows  .that  admissiori  .of  students  in  the  Associate  ■ 


and  Baccalaureate  degree  programs  Increased  steadily  until  1973,  when 'all 

■    ■  '•  [         '  '       '  '      .  'V.   ,  »     -       .  "  .       '  .V  .   ■■      *  .  •'■ 

programs  experienced  a  sjudden  decrease  in,  achni^ions,'  and  then  grfe«7  again 
fn»  1974  .and  1975.     Diplotpa  programs  of  course  show  a  continual  decrease^ 
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.      ■  V  ■      >  -r   *     ■  ,   .  ,        .'0./  .  .  .;r 

'       TABLE  yiO  ^  ,  V  ^  f 

SOURCE  OF  NE% REGISTERED  NURSE  LICENSEES:     SELEfcTED  YEARS,  W60^1974 


Calif o^ia     ,^  * 
Graduates  ^ 

^          Other  States  and 

4' 

Countries 

> 

Year  . 

New 
Licensees  ' 

No. 

Percent 
of  new 
Licensees 

.  Other 
States 

Foreign  ^ 
Countries 
and  Canada 

Totaf^' 

Percent 
of  New 

r 

1^0 

.  6395 

1189 

.19 

4551  . 

— *  

/      635  . 

5A)6  y 

.  81 

1^562  • 
1964 

6641 
7265 

"1239 
14.41 

19 
20 

'4420 
4584  ^ 

982  „ 
1240 

•  5402 

A 

5824  ' 

8a 

1967 

7513 

2197 

29 

327^ 

"  2046 

'  531^*., 

'  71 

1 

1969^ 

8618 

/  2586 

30 

,  ^101  •  ^ 

931  . 

6032  t 

,  70 

197a. 

.8.423 

2988 

35 

•5004 

431 

-5435 

1971 

8132 

'  3265 

40  '  ' 

•4215 

652 

4867 

60  , 

1972 
.1973 

9131 

3640 
3902 

< 

4039 

1^2 

'  5491 

.60  , 

• 

1974 
i975 

1152^ 
'*12039 

2897 

25 

.5^78 

 liL-^H  

8625 

■  / 

75  ^, 

^5,^04  by  endorsement;  6,435  by  examlna^^ 

SOUJRCE:     California  Board  of  Nurse  ^Education  and^urse  Registration 
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In  admission^  rate  as  one  ulpldjja  school  after^^another"  closes  Its  doors, 
'  "Future  Calif omla' supplyi^of,  R. 


imla'suppl^ofuR.N» 's  th^  Is '^ite  sensitive  to  the  ^ 

'^2^  ,     *  *       (7 )  ' 

idaicatfdonal  output  ,Vi^^ccording  to  Dei  Rossi,  *Each 


rate  of  growth  in  e 

percent^^e  increase  in  the ^r6wth  rate  frelative  to  the  base  case  rate^*  * 

producecf  ab8ut  a  1 .  5^^  increase  .^n  the  nJaber'  of  R.N. 's  per  100,000.     In       ^  ^ 

'  "     '  t  ■      /  *  \  ^  ■ 

this  way  also,  the  . 3.^  incre'&^e'  in  the  ratio  that  would  Aake  the  1985  :J  \ 

Callfftmia  ratio  equivalent  .fjD'  the  1985  U.S.  ratio,  implied  almost  a  30% 

increase  in  the  lev^  of  graduate  output  by  1985  *(thus  each  percentage 

^  change  1  if  the  1985  ^f^^^  corresponds  to.  about  an  8%  change  In  output") 

^  «^  .  TABLE  V-11 

-  ■      "^1*    ,      •  ■ 

''  SENSITIVITY  OF  JUTURE  SUPPLY  .T<^WUTURE  CALIFORNIA  SDUCATIONAL  OUTPUT  ^ 

'     ^^^2^   ^  -  ' —  ^  '  : — ^    •  "  ' 

^        ^                    Chdns?^      •    .  19S1J  Ackve      /  • 

'                            -In  Growth  Calif  oi»hia'  .  _   R.N.'s  per" 

.  .  Rabe   e     ^     C3>aduates      -  100,000  r 

'  .  ^          ^  -   p-^^^  '  '  '  * 

"  ^  '        '  NrSmber        c,,  ChanRe' 


Change 


Base  Case 


IP 


^     Callfoipciia  is  still  a  debtor,  state  iti  nursing.     From  Table.  V-H  i 


it  can  bq  seen  t Hat*  some  75%  of  new  California  nursing  Xicens^  in»  1974      „       .  .  - 
w^xe  obtained  by  nurses  who  had  been  trained  outsl*de  of^  the  State.  ^'  In  1960,    •  ^ 
81%  of  the  new  registered  licensees  came  from  other  states,  or  foreign 


ERIC 


countr-ies;  this  percentage  had  gradually  declined*  to  60%  by.  1972,  and^hen  * 
suddenly  shpt  up  to  75%  in  1974.     (This  increase  could  be  due  to  the  . 
improved  ability  of  foreign  itranigrants  to  take '  the  nursiiig  lice;nsure ' 

•         ■        ^  •  "  \  fc   ^  * 

■  .-.^        .  ...    .'.M  ■ 

-      ..  A'  •  ....  * 

O    .-  .  .      i  ' 
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TABLE  V-12  .  , 

ESTIMATED  R.N.  s  AldRATING  TO  CALIFORNIA  BETWEEN 
1976  AND  1990  116 IN&  BASE  CASE  MIGRATION  RATE 


Age 
tftider  25 
.25  to  34 
35  to  44 
45  to  54 
55  to  64 

65+' 

TOTALS 


1980 

1985 

1990*' 

2,236. 

2,329 

2,365 

8,015 

:  .V     1^.956  J. 

17,526 

3,409 

8,939 

16,267 

1,326 

*  .      ,  3.164  - 

'6,287 

511 

1,^393 

2,730 

49 

'  208 

621 

15,546 

30,989 

45 , 796 

TABLE  V-13 


SENSITIVITY  OF  FUTURE^  CALIFORNIA  R.N.  SUPPLY  TO,  FUTUREC^lK-MItaiATION^ 


'  •  .        '       .  1985 ' 

Active  R.N.s 

.,     J*  ^  lo-Mlgratlon  *      '  Tjfer  100. OOP 

■    \  "Rate  *    *  Change  .  Number  Chahge 

'  -  .  '  .....  •■   ■ .  A 

....  *     ^     'A  '■  '  . 

*Baae  Caafe     '  '     ®     .046  /  '  521  .  '  '.^^ 

Alternative  1  .042  .  (-)10%  '  "  513:  •  5^^^^ 

Alternative  a-       .  .flSS-  •(-)25%       -  -   ,  .499  -  °  " 

Alternative  3.      .?"l023  (-)50%  ^  476  (-)8.9% 

p  ■    '     I  .  .  .  ,    :  


\ 


^        ^            TABLE  V-IA  .     ,    .  . 

Table  '       SENSITIVITY  OF  FUTURE  CALIFORNIA  R.N.  SUPPLY  TO  THE  RETENTION,  r  . 

(f^  CALlFbRNI A  GRADUATES    ^  .  ' 

:          '    ir~"      sp                '  ''^  1985 

California  Graduate  Active  R.N.s 

n               .                                  Retention         ^  '       per  10Q>o6o 

\                                 *  Rate                    Change  .  NumiTer   '  Change 

Base  Case                          *9!B8     *  ^     ^5^^^  ^ 

Alternative  1                   .OSO                   (-"^fl.SZ  ^     516  (-)1.?% 

Alternative  2          ^          .900.                   (")-8.^9%  ^  508    '  (-)2.5% 


exanttnatiofl,  which  was  Instituted  in  1967  and' probably  acbpunted  Tfor  some 
of  .the  decline  In  percentage  of  Inmigratinn  in  the  late  IWO'sl)  Inmigration- 
from  other  states  has  shown  no  particular  pattern  6f  increase  or  decrease 
to  date.  \  •  .  /' 

Table  V- 12  shows  the  estimated  total  number  of  ,R»N. ' s  migi-ating  to 
California,  who  .will  bojth  survive  and  retain  iiceiis'es  in  1980,  1985,  .and 
.1990,  using  the  methodology  described  in  Appendix       page  K-1,  It  has^  been 
estimated  that  some-i2,267  R.N.'s  inmigrated  to  California  from^  1967  to    ,  ; 
1973  (almost  5%  of  the  total  nursing  graduates  in 'the  nation^)  Triyip  V-12 

projects  the  number  of  R.N.'s  who  will  migrate  to  California  in  1980,  1985 

f ,  .    *  /       .  ■    "  ■ 

and  1990  who^ will  both  survive  a^d  retain  their  licenses;  as  is  apparent  the 

(8) 

ntimber  doubles  .every  five  years! 

-  •    '  ^ 

It  has  been  found  that  a  change  in  this,;  rate  of  inmigratidfi  however, 
would  produce  little  effect  on  the  total  supply  of  nurses,^  Statistics 
show  that  future  supply*of  nurses  is  relatively  insen8;ltive  to  changes'  in 
the  assailed  rate  (4.6%*'of  the  total  number  of  nurses  trained  in,  the  U.S. 
each  year)  of  inmigration.     It  was  fourid  that  a  full  50%  decrease  in  the  in-^ 
migration  rate  produces  less  than  a  9%  change  in.  the  ratio  of  R.N. 's^ per 
lOQ^OOO  population.   (See  Table  V-^)  * 

fhe  board  of  Nuree-E'dllcaftion  and  Nuxse  Registration  records  the  number 
of  nurses  who  received  endorsements  from  other  states  (although  some  of  those 
nurses  whb  receive^  endorsements  do  not  actually  leay(p  the  ^St|te)7\  It  can  be 
seen  in  Table  V-i->  dn  the  next  page,  that  these  endorsemen*:s  hav^  bieen  increasing, 
^which^lightly  affects  the  statistic  fol:  ii|^p|^grat4.on.     Similarly*^,  fronts  past 
trends  it  was  derived  that  the  retention  *^te  for  California  hursing  graduates 

was  98.8Z.(See  Table  V-14)  ^ 

1    ■  •     .  •  .      ^  ' 

»         '  '  ' 

.   .     '         ^  333  ' 
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TABLE  V-1,5 
REGISTERED  NURSE  fflGRATION: 


1969  -  1974 


iTWilgratlon 

Net  Inmigration^ 

w 

Year  > 

Other 
States 

Foreign 

Tot4l 

Endorsementdl  to 
Other  States 

Total 

Percent  ot 
New  Licensees 

1970 

•  5Q04 

431 

5435 

■■  \  . 
1883 
■/              r  . 
.  .     1997  ' 

3552 

.  -J 
'42 

1971 

4215 

652 

4867 

2870 

'         35  ■  ' 

1972" 

4039 

1452 

♦     5491  " 

-2078 

3413 

37 

1973 

■♦ 

o  2161 

1974 

5578 

3047  • 

8625  , 

2397 

*  • 

* 

6228 

_54 

SOURCE:  -Board  of  Nurse  £ducat:^on  and  Nurse  Registratrfon* 
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Yet  it  has  be6n  found  that  a  de.cre^e  Im^this  ri|tention' rat? '(ks  with 
an  increase  in  the  inmigration  rate)  would  also  have  il^^feie>ff ectf  on  t*He  . 
overall  supply  of  nurges .  (See  Tabled  V-13,i  previous  page)  .  1  .*  ^ 

Again,  as  stated  earlier,  the  one  real  ef  fect  on  suipply  *  seems,  t-o  be 

•  ■  ■  -  •  ■•  ■  ^' '       ■  %      '  '  '  ^ <st    '  ■ 

the  output  of  educational  institutions  aind  programs^  although  from  a ^ 

■      *  .  >   '*       '■•■.■.■/'    ^        •     ■■  \ 

practical  standpoint  ,  there  is  no  indication  .th^t  Cdlifomia  needs  to ;becpiaa 
self-sufficient  in  producing  registereci  nurses  in  order  to' be  .assured  of  *  ,  / 


an  "adequate"  supply 


( 1) 


NURSE  LABOR  FORCE  PARTICIPATION  -  '-,    • ;  !  *     "  ^ -c/ • 

A  major  problem  in  attempts  to  identify  the*  supply  of  nurses  is  tihat;^  .... 
there  are  a  great  many  trained  R.N.'s  who  choose,*  not  to  seefe  .employmeftt  >i.j| 
at  a  given  time,  writes  Charles  A.  Pillsbury /^^^  ' lia  ^Tal^e  V--l/  V^\V^  ^^'M 

can  be  seen  that  of  a  total  of  137, 316 .  registered  Wses ,  only '92  ri^Sl^^i^^ 
were    active  or  67%.     In  fact,  in  Table  V-1  it  can/te  xeadily  sW  that'^#?^^ 
the  past  ten  years,  less  than  70%  of  all  regisrpered  r^ur&e^  In  Califafni^^^|s 
were  actively  employed.    This  attrition  caiT^^lV^^       ev^n  /during  nursing 
training.     Table  V- 9  on  page  shows  that   iti  1975,,  f      instance  (the  latest^^^ 
year  for  which  there  'is  coresRonding'data) : ;  .^f^ 


to  California  A. A.  degr^  nursingj^rbgrki]S^3^^^^  graduated  two     ^  '  /ifeJ^^'l^^ 


years  later;  and  a  1^  ,of  12%.;This  same  table  shows  that  in  ^?73  a  t^^^l  iW^^^^ 


of  5  ,370  nurses  gr^du^ri 
year,  onl^  3,902  ot 
Much  of 

life 


l^e^;  f  rqitiriWrsing^,^  tha,t  ^- ,  ' 

this  e^fly/attri^ioiv  pahj^obkbly:  b^^tributed  vto.  changit/gi^^^^ 
d  exp^c^t^ns  f o^" queers.  J^jt  c^lfi  'also  indicTate  the*'  lacW  '     ///  / ' 


plans  and  exp^c^t^ns  foX:"  qjTOeers.  c^lfi' 'also  indicTate  the*' lac W 

of  good  careet  edu;^ti(:^^  and^^it^i^^eMi^^  No  compre- 
hensive  study  of  e^^^y^att^^t^ioj^^^ 

•    '  ■      ^  ^  ^      ■      •  jft-  *t  ' ■   ''^  •  ■'•■*• 

A  fairly  cojip^l^ftfe; study  4S¥l  .nurse  supply  by  conlflxJe 


L  ■  I.. 


Ajbtritlon  factors  such  as  age  distribution,  probability  of  survival ,  anji^^^ 
the  probability  of  retaining  a  license  shows  an  interesting  pattern;  th^^f^^l>, 
cliances.  of  those  nurses  between  the  ages  of  45  and  64  ■retaining  their 
licenses  (and  tt has  r^mai'Mng  active  in  the  nursing  field)  are  us  greatS;S 


greater  th^  the  chances,  pf  new  graduates  under  25  years  of  age.    The  .ijig^'^;  *  .y 


:g3?Qtip.  vwKich*  h  the'  highest  probability  of  not,  retaining  their  licer^9>^ 
^/lre ,  hukber.  orte  >  <of  couijse  the  ' S&ryear  oldis  and  older  and  the  35  tg 


, 'year  old; age  group.  Al-soVlow^is  the  25  to  ,34  year  old  gr6up/.:altriough:;ia( 
.  a:i^';ibw  4s  the'  35  tp:  44^>;^ar  gro.up,^^  Table  V-16)i^'  *        .  ' ^..t^^y^'' 


7-16 


;  CURRENT-  SUPPLY 

i  ■  '  .  J.  ■  -  ■  ■ 


OF  CM]'lFt!n^  AND -PROJECT^Gj^i^^^'' 


>  •  •--  . . '  ■■    :  .  •  "  .  Probability 

.   .'■  'v.         '   Pr%abll±'ty •    "  ■   ,   of  ■ 

*uN         ^\'^  .'  ' ' -Vof.  •  ;    Retaining  - 

';  Viti  . ;.     t       ' "^^9 75.;      -.;  .■,   S\<ryiving  i,       :i     L^nse"     .  .  , 
■^  '■^H.K)    f'^L    a-diiy)    ■  f  '     (l-a(ip         ^  198Q 


RNs  Sui^^iSTng  and 
Retains^  Licenses 


1985 


1990 


N25  ,to:  34  ■  :^)^^'35i^'J;5^. ,  C  ,     v9991  p. 

':.33iD^3  .  .Ufe9i953;. 
';2-2:,:795,',.,  r;;-:':^;^9898 


45  to  54^ 


55  to  6,4' 

65+,  ■  : 

TOTAL 


'10j;^36:;c:  :;%.^'9'656 
::137^;'U6' "./^'^  ■  '^-V 


0 

d 

.  990 
.983 
1.004' 
1.000 
.970 


jiff' 


*  31,22 
01,903 


,  i2  3 , 


16^  .^  816  ■ 

28',.oa4;/ 

30  ,;326 ,; 

19;  788' 
94, 934-- 


,  SOURCU:  ''Projecte'd  S^j^j^l'^'' an<lYlnHigr|:ation  of  Registered  Nurses",  James  Dei  .Ko^si 
.    -  ,    Labor  Force "^partii^^^^  a  critical  factor  affecting  the  supjJly  "  . 


of  nurses .:,    Spme^  studies' 


ts  in  various  parts  of  the  U.S.  supjjorted 


by  the  Federal ,  feoverriirient  h'avi§}' addressed  this  problem;  principal  causes  ,  of  ■ 
Ithe  Ibw  labor  f^9,rc^e.particiijpatiQri^  ranked  in  a  study  conducted  in  1971.    '  . 

Fai^iiy  r^sp6n|ibil^iG||ts  ^hd  tijj^,  considerations  are  the  reasons  cited  roost    .  ,  ; 


often  for  inactivity.     (See  Table'  V-    17)  .     Choice  of  working  hours,, 
refresher  training  and  availability  of  child  care  facilities  are  shown  in  Tabl 
V  -18    to*    be      the  most  often  cited  prerequisite  to  induce  inactive  nurses 
to  return  to  the  labor  force.     Results  of  federally. funded  projects  dealing 
particularly  with  refresher  courses,  are  not  available  (altl^ugh  experience 
with  such  a  project  in  Oklahoma  and  Missouri  indicate  limited  success:  a 
prograip' which  retrained  some  6,000  nurses  in  Mlsisouiri  in  1968-1969  found  that, 
only  about  60  remained  working  six  months  later,  even  though  child  care 
facilities  had  been  provided  in  th^  employment  (setting. )  ^"^^^  Obviously, 
this  problem  is  a  subjectj^ve  one  with  multiple  factors  influencing  the 
decision  of  each  individual  whether  to  work  or  not. 

Part-time  worj^"^  (less  than  35  hours  a  week)  is  also  a  key  issue  in  regard 
to  nurse  labor-force  participation.     Many  inactive  purses  express  substan- 
tial  interest  .iij:,part-time  work.^^"^  No  survey  of  tha^pref erence  of  Califor- 


nia inactive  nurses  foir  part-time  work  is  known 'at  this  tinfe;  but  it  seems 
evident  that  .^||^nir^  the  supply  of  nurses  in  jGalif ornia  necessitates 
examining  not  only, .the  supply  o\  trained,  qualified  and  licensed  individuals, 
but  also  the  proportion  of  these  (especially  inactive  nurses)  who  are  willing 
to  seek  employment  at  a  given  time.  ' 

DISTRIBUTION  OF  NURSES  .  ^  . 

A  final  element  which  should' be  considered  in  the  aupply  of  nurses  in 
California  is  the  distribution  of  nurses,  both  geographically  and  by  specialty 
Even  though  statewide  and  even  county-wide  nurse-to-population  ratios  fail  to' 
adequately  account  for  the  distribution  of  personnel  within  special^ 
geographic  and  specialty  areas  o'f  need^  at  thfs "point  it  is  the  best  tool 
of  comparison.     XhQs,.  it  can  be  stated  that  California  follows 'the  national 
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TABLE  V-17 

REASONS  INACTIVE  REGISTERED  NURSES 
DO  NOT  SEEK  EMPLOYMENT 


Reason 


Family  ^neejllg  . 

•  - 

64.0 

Need  for  refresher  courses 

-  '    .        20.0  • 

Hours 

•13.0  ' 

Husband  oppbsed 

11  8 

..  ■» 

Health 

8.3. 

Age' 

6.1 

Low  salary            ^  ^ 

.  5.4 

Transportation  .  .'^ 

'  ^4.6 

S9URCE:    Report  of  the  Health  Manpower  Project,  Massachusetts 


TABLE  V  -18 

PREREQUISITES  FOR  INACTIVES  TO  RETURN  TO  NURSING 


  Condition                                    Perce'nt  of  Inactlves.  Selecting  Item. 

Choice  of  working  Itours  34.5 

Refresher  training  32.6 

Child  care  facilities  28  A  ^ 

'  Change  in  huagand's  attitudes  8.0  - 

"  •  Help  in  transportation  •     4; 7 

Housing  subsidy            ,           ^  '            "  1.4 

.  Higher  salary  —  write  in  1.1 

SOURCE:    The  New  York  City— Rand  Institute,  Survey  of  Inactive  Nurses 
In  ^ew  York  City,  April  1971  (unpublished). 
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trend  where  ateas'tend  to  have  a  surplus  of  qualified  individuals  at  all 
levels  of  nursing,  whereas  rural  areas  tend  to  have  shortages,   ^  '  - 

In  studying  the  mobility  ipf  trained  nurses,  It  has'been  found  that "  the 
majority  of  nurses  do  not  mov^  nor  do  they  wish  to  move  once  t^h^  have 
established  a  home  and  a  family,       '    Those  found  to  be  most'^S^Wng  to  * 
move  are:    -1)  nurses  employed  less  than  one  year,  2)  males,  3)     the  ,  * 

currently  unmarried,  4)  those  with  no  children  un^er  eighteen,  and  5)  those  ' 
whose  income  is  primarily  from  nursing.     Nurses  with  school-aged Vchildren 
are  less  likely  to  move  than  those  with  children  under  six  years  of  age  " 

Movement  away  from  the  location  of  the  R.N. 's  nursing  school  is 
substantial,  on  the  average,  knd  takes  place  soon, though  not  immediately, 
after  graduation  from  sct^ools  in  underserved    as    well    as    in  ' 
adequately  served  and  over-served  areas.     Ver  Steeg  notes  that  very  few 
California  graduates -move  out  of  state,:  while  almosp  all  students  coming 
from  out  of  state  to  .tra^  in  Baccalaureate; programs  tend  to  stay  In 
California.     There  have  ^en  indications  that  among  nurses  who  move. 
Baccalaureate  graduates  are  more  likely  to  be  geographically  mobile  than  • 
Associate  degree  graduates;  this  may  be  due  to  their  better  employment  oppor- 
tunit^es  because  of"  their  bBtter  training..    Baccalaureate  graduates  also  Have 
been  found  to  be  somewhat -more  willing  to  work  in  small  communities  and  poor 
metropolitan^areas  ^f  they  did  not  already  live  there  than  were  A.^A.  and 
Diploma  graduate^ .  ^  ^"^^ 
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TABLE  V-  19  ' 
REGIONAL  TOTAL  REGMRED  NURSE-POPULATION  RATIOS 


•  ,1967 

1970 

*  1975 

 Sk- 

Regional 

Total 

lotal 

Total 

Total 

Total  ' 

Areas^ 

._   J  L..1.1  .                  .     __  .       .  . 

■RNs 

Ratio 

RNs, 

Ratio  , 

'  RNs 

Ratio 

.  RNs 

iRatio- 

North  Coast 

*    ■  •! 

890 

1 

4)3 

883 

■J 

466 

929 

497 

811 

,  ..  .  ' 

499'. 

1,245  ■ 

6i9' 

Norths  Bay 

2,571; 

612  , 

2,836 

642 

2,978 

660' 

3,147 

669'' 

4,279  ■  ■ 

816 

San  Francisco  . 

> 

* 

Metropolitan 

21,064 

716 

22,460 

742  , 

22,854: 

747 

23,362 

755 

26,034  ' 

822 

South  Bay 

6,754- 

675 

7,511 

698, 

7,886 

.  704 

•  8,313 

700 

10,204 

747 

Northeast  Mt.  ■ 

•  831^- 

453 

884- 

466  , 

837  . 

440 

944 

488 

'  1,326 

635* 

Central  ;fh:.-^ 

,260 

552 

281 

552 

2^0' 

553 

334 

'608  : 

434  ' 

■641 

Southeast  ,Mtv 

92 

500 

103 

528 

■  109 

•551 

■  107 

498 

,  128 

506.  ■ 

SacramentO' Valley 

1,029 

:422 

1,086 

429 

f\i,m 

'  k 

f43 

t  1,127 

446 

1,440  ■ 

534 

Sacramento  ■ 

\ 

■0  ...  . 

Metropolitan' 

4,605 

'  557  ■ 

/J  Q1T 

"579, 

4,96/ 

5/Q 

648' 

Sam  Jflfi(iuin  ''allpv 

6,. 045 

■  '381  « 

6  441 

1<34 

6,677 

.405 

6,853, 

.  406 

A7Q. 

Central  Coast 

4,513  ' 

512 

4,968 

520 

5,296  . 

548  ■ 

5,602 

•  555 

7,118 

621, 

Los  Aiigeles 

;   ■  ■ 

Metropolitan 

29,059  , 

494 

41,624 

509 

43,088,'. 

520 

44,329  ; 

521 

52  230  ' 

UvJ 

San  Diego  / 

Metropolitan 

5,884 

,499 

6,588. 

524 

7,099 

543, 

7v559 

539  . 

655 

Southeast 

5,112 

■  460 

5,^17 

482 

.  5,956 

.5,01.. 

6,202 

500 

7,950 

603 

Total 

98,438 

532 

105,887' 

,550' 

109,936 

1 

56^ 

113,811 

..564 

,137,216 

.647 

SOURCE;  Health  Manpower  Council  of  California, 'Registered  Nurses  updated  vith  information  froi  Profile  of 
'Nurses  i97,fr;;' Board  of  Nurse  Education  and  Nurse  Registration.   ■         >  .,; 


*Coinputed  froia  De^rtment  of  Finance  population  data, 
,%egl()nai  areas  are  the  same  as  those  listed  in  the  LVN  table. 


I 


Table  V-^  19    shows  the  distribution  of  registiered  nurses  in  various 
California  regional  areas  over  the  past  ten  years.    While  all  areas  have 
increased  both  the  total  number  of  ^registered  nur;^ej3  and  the  ratio'- otr"^ 

nurses  per    hundred  population,,  there  is  still  wide  differerices  between 

'  '  ' ■   ■  •"  ■  ■  .  '.  . 

regions,      San  Joaquin  Vall'i^y  continues  to  be  the, region  with  the  lowest 
per  population  ratio  of  nurses  and  the  San  Francisco  M^tropoTltan  area/ 
continues  to  be,  the  region  with\he  highest  ratio  With  a  dii'fferenice  of 
42%  between  them  in  1975  (as  compared  to'a  dif  ference  of  47X  in  .1965). 


♦  •       ,  TABiLE  7-^20^ 

,     REGISTERED.  NURSES  IN  CALIFOIINIA  BYvCOt^TY 


TYPE<~Regi8tered  Nurses  ».    '  12/30/75  ^. 

:  .    ■  '     '    s  ■  ,;    ■     •" '  >  -  V  .'--^ 

Alanerta  7,088  *                    Placfi?  .  376' 

.  Alpine  '     V    j         1  ..     .     .          .'Plumas     ,  8b 

, Amador  5-'  •     ■  .    ,95  •     .     r          vRivesrside        *  3,056 

Butte  <       771  .            ^  .^crametitb  '  4,652  . 

Calayeres  .              ..    '  94  '^fli^^^ito  ^  79  r - 

Col^a     ,  .  .                  61  -sS^  Bemadino  '  4,646 

ContM  Costa  4,805  .                 -    ,6<in  piegp  '    10,297,  ' 

Del  'Noree  .    ,       79-^     '  .  San?Fraiic±sco  .      61',  391  '  ' 

•  El.  Dorado  •        293-  .    ^  San  Joaquin  .  1,713  . 

^^esno  .  ^               2,423  .    -        ^  San  Luis  Obispo     >       902    ,  • 

'P^s"^  90  "  '  -             -      -San  Mateo  '  4,984 

Humboldt    .  .                  648  '               S.anta  Barbara  1,966/ 

Imperial     ;  248  ;        •          5  ant  a  Clara  9,070.  f  ' 

J"y°  Santa  Cruz     •  '  1,134 

^e™^  \  ,       1,477  '    «-           'Shasta  623 

^^"88  ,8,^'°,    257  .Sierra   -  "  ■     •  '            12  ' 

-Lake             ,e  .;.V    X      162  •.'     .             Siskiyou     /  '   •  181 

-Las^pen    •  .'         '94  Solano              '  i,13/f 

Los. Angeles  i':     40,786  .                 .       Sonoma  2,044 

.Madera  ^    165  /            '    Stanislaus  l',147  ' 

Marin  •      2,766  Sutter  .      248  •  - 

-  Mariposa  49  -  .            Tehama         '  136^, 

Mendocino  -         .  .356  .             ,       K  Trinity  '  51*':  ' 

»^ert6d      -  .              443  n    ..            •      Tular^         •  '  766  '  - 

Modoc^          .  ,                  48  \.           Tuolumne       .  ■  '       •  195 

:  ..^    ■'.       32'.  "            Ventura  .2.723  ' 

m^erey  \                1,448  •'           ^'        Yolo              "  •  :          619  •  ' 

^apa.           •  '1,101  ^                     Yuba.    \-  134  • 

Nevada^    '  ,  ,  .;237  >Out  of  state  /  31,165.    •  -  ^ 

Orange-     .  <^|,444  '                  Oyt  of  countfy  '   •-v2;394  ' 


'  Prefix  Count"       '  r7Cf,775       '  : 

SOURCE:    Board  of  Nvrsing  Education  and  Nu^^    Registration./-     *  "     '  ' 


Table  V-  20,  shows  the  actual  raw  number  of  registered  nurses  per 
c6unty  in^975.     Health  Manpower  planners  have  been  concerned  about  the 
best  way  to,  determine  adequate  nursing  supply  in  a  comfflOrfity  and  to  deter- 
mine if        area  should  be  deemed  "underserved"  or  as  having  a  "critical" 

;^  t  * 

mangower- shortage.     Sophisticated  methods*  have  been  suggested  such  as 
coi:relatiag  manpower/facility  Jata,  mortality /morbidity  rates  'tad  utiliza- 
tion  factors  such  as  transportation  time;  to  date  however,  shortage  and. 
critical  shortage'  areas  -have  been  d^jtermined  by  nurse  per  population  ratio. 


«1 


'    .TABLE        ^    •  ' 
^HIGHEST  DEGREE  BY  COUNTY  OF  EflPLOYMENT  OF 

CALIFORNIA  NURSES  IN  telCIAN-CRITICAL 
AND  PHYSICIAN  UNDERSERVED  AREAS 


COUNTY  ir. 

TOTALS 

c 

UNKNOWN 

m  '  •  1 

1  ■,.  ( 

BACCA- 

BACCA- 

LAUREATE' 

LAUREATE  , 

MASTERS 

MASTERS 

/ 

'tit  it  fPlI 

HEALTH 

^j)•THER 

HEALTH : 

OTHER  . 

DOCTORAL 

^  Cailrornla 

164,000' 

0,  OA  0 

2'i803 

20,154  97.;906 

.  '  A  A    /  A  / 

28,606 

• 

*  ,  /  /     /  A/'  " 

v., 6, ^86 

P     A1  1 

5,814 

1,538  .  , 

A  1  A 

343 

^  -Alplnr 

3 

mm 

'  30  ' 

'  lA 

3 

Del  Norte 

HO 

6 

1 

\ 

Glenn 
•  ..Imperlil 

33 

1 

.3- 

11 

4  ,  ■ 

1 

2, 

1/5 

2 

54 

"86 

'  A  A 

■20 

7 

4 

2 

AC  C 

955 

4 

'  22r 

477 

4  P  A 

158 

1  A 

41 

'  10 

4 

172^. 

0 

2 

18 

104 

AA 

'  39 

■  5  ■ 

,4 

{wuea 

29 

178 

OT 

37  • 

6  , 

mm 

'  27 

'■MM 

4' 

.  ,  »  ■ 

16  ■ 

f 

^. 

Mono 

12/ 

'  ■  I  * 

,3 

MB 

1 

,  .    "^  ^^  Benito 

41 

1 

5 

•  .28 

5 

2' 

*  i      «  Solano 

i 

■  107, 

424, 

1  i  A 

.  113 

14  - 

^24 

* 

•3 

'    ^  Sutter 

1/0 

...  142 

.  2. 

■ ,  "13  . 

8l' 

37 

6 

■  3 

— 

^  Tehaia 

11 

50 

'  ■  11  \ 

1  . 

21  ■ 

■■■  ■  \ 

•  Tulare 

.  } 

532 

4 

'  .   126  • 

255 

108 

9 

,  .  Aofador 

1  0  • 

43 

^- .  1 

4  • 

'  33  * 

4 

V 

1 

El  Dorado" 

< 

i34. 

0 

3 

19 

■85 

^4 

A 

2 

1 

Fresno 

1,736 

1  0 

.12 

338, 

720  \ 

518 

56 

74 

13 

.5 

0  Inyo 

.    -  71  ' 

1, 

.  9 

•  45 

'14 

w  Lake 

62 

Ul 

'^.41 

7 

'  1 

.  )  1 

1  . 

Monterey 
<^^Rmrdide 

■  965  , 

.    ■  6 

"159. 

^53'- 

195 

'AT 

,35- 

17 

1,657 

16 

400 

■  9^tl'  . 

103/ 

73, 

'  '34' 

-     -8  ■, 

3. 

«  San«emadino  3,0^7  . 

.30 

859, 

1,316 

554 
105 

1/0 

148 

\     1  OA 

\  139 

15, 

6 

«        w  San' Joaquin 

;,159 

15 

320 

643 

.•28 

34 

,  8 

■6 

'■^  <»5  Sierra 

2 

1 

Mb  f 

.  1 

«  Siskiyou 

Z9 

1 

,    »5  > 

57 

13 

.0' Trinity 

21 

-  1 

13 

,    6  • 
13  , 

•  •   ,  2  Tuoluane 
'  y  *  Ventura 

104 

69  • 

1,687 

'  326' 

«972  ' 

280 

59 

44 

1 

,    '93  , 

8 

'  -67 

'  18, 

1 

,*  ,■  SOURCE:  Paper,  submitted  by  Donna  Ver  Stefeg  "California  Nursing  Service  and  Education:  Some  Implications'  - 
^         ■    "for  th^  Allocation. of' Resources".  .      ■  !  .  . 


ERIC  ' 
/  \ 


Table  V-  21   shows  nurses  with  various  degrees  and  where  thdy  are 

located  in  those  counties  designated  as  "critical"  and^  "underserved"  health 

fl.1)  ,v  .  If  * 

•manpower  shortage  areas  in  California.  a 

'According  to  one  study,  the  single  largest  rj^ason^^f?%  refusing  empl 
inent  In  rural  areas  and  poor  sections  of  central  cities 'was  that  the  spouse^ 
would  oppose  it.     The  second  largest  reason  in  .rural' are^s  W'as  trafispoi^^a- 
tion  time;  in  central  city  areas,  personal  danger  was  Tranked  as  the  most' 
often  cited  reason  for   refusing  employment,  wjlth  transpoi^%:ion  time  ajjd  ^- 
poor    schools*  p^.aced  abodt  equally  behindv^'*^    In  areas  whei:^        re*  seems 
to  be  Ian  adequate  supply  of  trained  nurse^,  there  still  may  be '^aca^i^ies  in 

shift  work,  in  sp.ecialties  like  operating  room^^r  gyt^colofical  niffse  or  in 

e        »  '  '    '      *      A?  ■  '  «^ 

less  desirable  employment  site/s  like  convalescent  homfe.  ^|?'The  problem  is 

V    *  .   .  -  ^        *    .  ^ 

not  only  one  of  >petting  trained  people  to  the  areas,  *ljut  or^  of^getting 
people  already  there  to  work,  e^ec^ally  to  girt  thi^p  to  wo^k  in  the  less 
desirable  facilities  ind  at  less  desirable  hours. " ^  "^^  ■ 

There  are  some  indications  tlfat  einployears  a*e  less  quick  to  fill  vacan- 


or 


cies  w^h.  "ahy-  old  trained  nurse"  but  are  wilmlg  to  take  time  to  look  f 
a  person  with  higher  relative  qualifications.     The  clinical  training  of  A. A. 

degree  personnel         cf ten  cited  .as  a  problem  by  acute  care  facility  employers 

-  ■•   ■        ^    '  ■ 

who  sometimes  would  rather  wait  for  a  more  clinically  trained  applicant.  ' 

■    .  •  .  'f  '  .    \      ■  • 

The  same  is  true  of  facilities  requiring  nurses -with  postgtaduate  specialized 

tfalning.  ^  -       '  -        '  .  ^ 
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■  ■  TABLE  V-22  f.  ■  \  '        .  ■ 

REGISTERED  NURSES  BY  FIELD  OF  EMPiOYMENT  IN  THE  U.S.  ANjp  CALIFORNIA*,  1972 


Occupational 
Nursing  Education 


Not  reparted  .3Z 


(  Private  Duty 

Nursing  Education 
Occupational  Health 


■•V 


^1  -"f^/^- 


cai,i^or/ia'v;, 


Source:    Sour cei  Book,  Purging  Personnel,  U.S.  Department  of  Health,  Education,  atid  |^ 
Welfare,  December  1974*       *       -  ^  .  v^;^ 


Figures  rounded  to  nearest  h  percent. 


■A 


,    Tabl«  V-r. 22  shows  the  distribution  of  active  registered  nurses  4|n  • 

,  "-^  V'v  i     ^    ■• ■   '  •  ■  ,  ■       ' .  • '         /•  '    ,  >^ 

,C4ll£ornla.  aiEird  in  the  nation  by  fielcj  of  employment.    The  needs^  f or  i>attlcU7 
/?t^<^lfti^.^te  will^  b^^  the;  Demand  section  of  this  .^epbrjt.  ^It  ^  ' 

•  ^     '     V -    ■ '  .  '• '  M  ■  * . ' '      •    --^  ^    ' .  ■  I   '  '  .  ^      r  ■ 

i;<  iQtfere3tjj^ng''td\not6;^  about  the  same*^  rfffeti?ibfttion 

/"/^  i  ■  • / 

j>^ttem  as/thl^  uest  pf  ^  the^n^tion  as  a  whole..    Some  two-thirds  *of  all      *  . ^  * 


^^^'^^^^  rt^^:^ng'^  prbfeWsloha^^  in  *Ln-bed  hospifrals^  and  kithe^^  * 

tyipes  o^  lnibtit?Ktipn    while  the.  test  are'  thinly  distributed  over  &  w\rf^^    ^  ' 
xange*  qf  i^ttrslng  fie^ds^  .  iThi^  should  be  examined  in  the  littht  of  .  current  * 
e^pjphasi's :  09  healtli  maintefiance^- the  shii^t'  j^roip  * 


i*stitut  J:on  nursifug  to  and  cafce  of  the  sick  in  the]  hdme*!  ^ 

in^tea.d  of  In  iristitutions.'    the  ney  (^IfbmM  l^^^  re^^s 
oft  these  changes  which  axe  making  new  demands  of  tjjjj^  supT^^;  of  nurles 
WAe^enitly  Available.     These  ifolnis  wilj^be  covered  in  th^  'hext  chapter^"  in 

t 


V 


.'i'-i  I 


'.v.- 


e  *Vy23  provides    similar  Information  for  California  nurses' 


\piaceipl^  for  1975.    Comparable  data  Is  not  available  for 


r.  ^  1^  Whole 


TABLE  V-23 


REGISTERED  NURSES  BY  FIELD  OF  EMPLOYMENT  IN  CALIFORN^  1975 


Othet  Community  Service 


Nursing  Educ 


Total  Nurses 
92^161 


Figures  rounded  to  nearest  ^  percent. 


Source:    Compiled  by  the  Health  Itfanpower  Study  Of'flce  f rcSrf lgt<|fes  provided  by 
^  the  California  Department  of  Health,  FTA  Study.  ^ 


TABLE  V-24  " 

TOTAL  LVN,  "LICENSE6S,  ACTIVE  LVN'S,  AND  RATIO  TO  POPULATION: 

1961  -  1975 


Year 
 — J— 

Population  . 

 t"  -■  

'Total 
LVN's 

Ratio 
per  100,000 
Population 

Active 
LVN's 

per  ldb,000 
Population 

1961 

16,369,000 

15,980 

97.6 

• 

1962 

16  ,'91.2,000 

irjiis 

ioi. 2  ^ 

1963 

17V 5 3 3, 000 

19,428 

110.8 

1964-'' 

18,041,000 

20,004 

110.9  . 

196^ 

18,516,000 

22,740 

122.8 

1966- 

18,879,000 

24,505.;, 

129  . 8 

1967 

,  19,261,000 

28,480 

.  147.9 

21,844 

113.4 

1968 

19,544,000 

31,554  . 

161.4 

V 

1969 

19,819 ,000 

•  36,099 

182.1 

1970 

2b, 022,000 

38,710 

193.3 

1971 

20,265,000 

44,250 

218.4 

1972^ 

20,524,000 

45,689 

222.6 

35,180 

'  171.4 

1975 

21,206,000 

54,570 

■  257. 

SOURCE:     Health  Manpower  ^'Council  of  California,  Licensed  Vocational  Nurses,  * 
"Orinda,  California,  1970,  p. 9^,  updated  after  1968  with  data,  from  Board  of 
Vocational  Nurse  and,  f^ychiatric  Technician  Examiners^  and  population  estimates 


of  the  California  Det^tment  t)f  Finance.    1975  d 


Study  Office. 


ata, updated' by  Health  Manpower 


i 


I 


I' 
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SUPPLY  OF  LICENSED  VOCATIONAL  NURSES 

'    *  '     ,  • 

Vocational  nurses  care  for  and  treat  patients  undfer  the  supervision 

t 

of  a  physician  or  a  registered  nurise  and  may  also  supervise  non«4.profesflionals. 

y  ^  * 

They  are  graduated  of  various  kinds  of  ;formal  Nprograms  of  ^t  least  twelve 
Bionths  duration  offered  at  a  variety  of  private  schools,  high  schools, 
adult  education  programs  or  community  colleges^    Schools  are  accre^dited 
and  graduates  are  licensed  after  successfully  passing  a  written  licensure* 
examination  by'^the  California  Board  of  Vocatio^ial  Nurse  and  Psychiatric 
Technician  Examiners.    This  Board  also  evaluates  and  li^^eoaea^VN's  from 
other  states  and  foreign  countties  as  well  as individuals  who  pass  hx  equiva- 
lency examination  in  lieu  of  graduation  ^rom  a' school!  It  has  been  noted  that 
most  states  hav^  consolidated  boards  wh'ich  deal  with  both  L.T.N,  or  (L.P.N.) 
?^d  R.N.  personnel.     California  has  two  boards  with  no  fonn^  coordination 
between  them.     Legislative  proposals  have  been  made  to  consolidate  the  two 
boards ^in  accordance  with  the  recommendation  of  the  National  Commission  for 
the  Study  of  Nursing  and  Nursing  Education  (AB  1495,  Assenfclyman  Duffy).  ^^^^ 
Licensure.  Data 

The  supply  of  L.V.N. 's  is  growing  in  numbers  each  year  because  of*  the 
fact  that  liospitals  in  an  effort  to  cut  health  care  costs,  have  begun  to  hire 
more  L.V.N.^s  than  R.Nx's  because  of  the  lower  rates  of  pay,  according  to  one 
California  Department  of        an ce  source.  ^         In  1975,  the  licensing  boar^.,  , 
recorded  a  tot«jl  of       570  vocational  nurses  licensed  in  C^ifomia,  (See 
tabie  V-24).»   In  19^1,  t*here  were  aboyt  six  California  R.Nx's  for  every  L.V.N.- 
by  1975,  there  were  about  three  in  terms^qf  actual  numbers  (not  designated 
acl^e  or  Inactive.)     Data  om  the  number  of  active  L.V.N. 's  for  1^75  ig  not 
.java^able;  in  1972,  it  was  recorded  thatf  there  was  171.4  active  LiV.N.'s/per 


TABLE  V-25 

LICENSED  VOCATIONAL .NURSES  IN  CALIFORNIA:  JULY  1972. &  1975 


.               ^  1972 

1975 

t 

RAtio/100  000 

^  ! 

LVN's 

Ratio/1QO,000 

North  Coast 

492 

266 

605 

301 

■J  w  X 

\ 

North  Bay 

-  1,189 

262 

1  433 

273     ^J.  ' 

San  Francisco  Metro. 

6,172 

197 

7  038 

222 

South  Bay 

1,726 

145 

2,073 

152 

Northeast  Mount alxl 

568 

313 

706 

338 

Central  Mountain 

250 

'  462 

283  * 

418 

Southeast  Mountain 

'31 

■  158 

46 

"^182 

Sacramento  Valley 

408 

1,187 

440 

Sacramento  Metropolitan 

U809 

214 

2,295 

242 

San  Joaquin  Valley 

3,784 

.      233  , 

„ 4,608 

,  263 

Central  Coast 

1,700 

168 

>2,244 

196 

Los  Angeles  Metro »  " 

15,449  , 

'  >  183* 

19,701 

228 

3ap  Diego  Metro. 

2,882 

3,727 

237 

/Southeast 

-2,635 

•  216  . 

3,288 

249 

Total 

39,699 

199 

49,234    '  " 

232. 

rancls^» 


SOURCE:    Board  of  Vocational  Nurse  arid  Psjl^^hiatric  Technician  Examiners. 
It  should  be  noted  that  population  estimates  used  for  the  year  1972  by  the 
•Board  are  significantly  lower  than  those  of  1975  (California  Department  of 
Flj^ance  Population^Research  Unit)  and  therefore  the  ratios  computed  are 
probably  slightly 'higher  than  if  Finance  estimates  wer«  i^sed  for  that- year. 
'       .    ..   '  .       .  >  '  ■  V'        .  -  . 

'^Coi^ntles  Included  in  each  area: 

North  Coast:    DeL^orte»  Humboldt »  Lake »  Mendocino 
r        North  Bay:    Napa»  Solano,,  Sonoma 

San  Francisco  M^trdpolitan:    Alameda,  ContraCosta, /Marin,  Sar 

.    \   .  ,      San  Mateo        -  . 

South  Bay:     Santa  Clara,  Santa  Cruz  .  ^ 

Northeast  (fountain':    Lassen,  Modoc,  Nevada,  Plumas,  Shasta,  Sierra: 

•  '        .  Siskiyou,  Trinity  ' 

'Central  Mountain:    Alpin^e,  AmadorJ  Calaveras,  ^!ariposa, 'Tuojlumne  J 
Southeast  Mountain:     Inyo^  Mono 
"   .   '   ■  Sacramento  Valley:  .  Butte,  Colusa •  Gleni^,  Sutter,  Tehama,  Yuba 
Sacramento  Metropolitan:    El  Doratjo,  Placer-,  Sacramento,  Yolo 
San  Joaquin  Valley:    Fresno,  Kern,  Kings,  Madera,  Merced,  San  Joaquin, 

Stanislaus*,  Tulare   '  ,  '  .  r 

Central  Coast:    Monterey,  San  Benito,.  San  tuls  Obispo,  Santa  Barbara, 

^    Ventura         ♦  "  j 

Los  Angeles  Metropolitan:.   Los  AngAes,  Orange  .j. 
San  Diego  Metropolian:    San  Diego  '  ^ 

Southeast :  .  Imperial,  Riverside,  San  Bernardino  . 


i  ■ 
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lOpjOOO  population  (this  compares  to  about  396  active  R.N.'s  per  100,000 
population  in  1973,  about  a  ratio  of  "two  active  R.N.'s  per  one  active  I^.  V.N.) 

Table  V- 25.  shows  the  nqmber  of  %.V»H.'s  by  regional  area  and  ratio 
of  100,000  population.     As  can  be*  seen,  both  this  number  and  ratio  have  grown, 
in  every,  region. in  the  past  four  years.     The  total  growth  percentage  is 
24%  from  1972  tcy  1975  (compared  to  about  an  8Z  increase  in  the  number  of 

0 

registered  nurses  between  1973  to  1975.)     Altliough  these  figures  are  hard 
to  compare,  it  can  be  generally  seen  that  the  number  of  LVV.N.  's  is*  * 
increasing  in  California  at  a  greater  rate  than  thef  number  of  R.N.'s.  ' 
No  consensus  on  an  optimum  L.V.N,  per  population  or  L.V.'N.  per  R.N.  ratio 
could  be  found  to  date. 

Enrollment  Data  '  .  * 

In  1975  the  Boar?  of  Vocational  Nurse  Registration;  and  ^^sychiatrio 

/  .  '         ■.  \  '  ,  ,  '  ■ 

Technician  Exaininers  listedv82  accredited  vocational  nursing  programs  in 

'  .   .  ■  I-;.- 

California,  graduating  a  totrfL  of  3,P64    gr^uates.    ,In  1968-69,  there  were- 
a  total  of  55;  and  ^in  1969-70,  a  totaltof  28.  ^     ^    L.V.N,  programs  were 
started  only  in,  1953^  ^         No  hard  data  could  dbe  found  on  plans  for  increasi- 
ing  the  ntimben  of  L.V.N,  programs  in  the  futiire.     The  development  of  new  . 
programs  arid  expansipn  of^fexisting  programa. jaeems  to^  go'  on  .in  an  unp^lanned, 
uncoordinated  way ;  "there,  has  ne\u|r  peen  ^fjBctive  cpntrol  over  the  growth 
of  these,  educational  programs, ^  btit  the  Bo^rd  of  V<j)catiorial  Nurse  ^ 
JRegistration  and  Psychi^ti:lc  Te^f!hlnican  Exaiinjers  is^  presently  attempting  to 
discpuragp  furtheV  proliferation  of  L;; V.N.  ^programs ,  especially  in  areas 

,  ■■ '   '    : .  ■ . .  M  '■  V    -•  •  *  *•    ^  ■  .  ■ 

that,  th^f9!^r^ady  vi^  as;  being  Bat^rate4.  • 

Accdjpllng  to  the  Stat^  DepartmfeAt  of  Finance,  there  will        a  surplus  i 

'    rr-  '^'^  '  ■  ■  '        .   .        ■  '    ,  ^  '        .     ^  ■ 

pf  17,92?  full-t:^e  employed ^L.V.nI  's  by  >980  wl>o  wi:il  be  involuntarily  em-  ^ 


TABLE  V-26;      .  "  ,  :        .•  . 

LVN  CAtolDATES  PASSING  ISAM  FtRST  TIME  AND  LICENSED  BY 
ENDORSEMENT  FROM  OTHER  STATES:  1960-1975  ■ 


4— 


Year 


No. 

(1) 


1960 

1961  . 

1962 

1963 

.1964 

1565  , 

'1966  ' 

1967  . 

1968 , 

1969- 

1970 

19)1 

1972 

1973 

1974 

1975 


•955. 
1109 
1009 
1114 
1248 
i  1475 
'  1820 
1564 
2024 
2270 
2470 
2692 
2^89 

2624 
3177 


•California  Graduates        '  E^u).vajency  Parsing 
;  Pi|88ing  Exam  ,.    Exaa  Flrpt     ■  V'         Other  States  , 

Jlrst  Time  "  '   Time' "     '     '  ,  Exam  ♦  ' 


Percent  ot  Total 
.  (lof4) 


No. 


Percent  ,of  Total 


25 


Total  '  V 
Cols.  1'..  j;^  ''"'  ' 
•Flrsf   Endorse-  ,  ^  '  2  and  3,  'J  J  Total; 

— .     '     ;  (3)      (4)''  (3of4):,- 


71' 

65 

56 

59 

60 

63. 

59 

48 

48 

■52' 

54/ 

58. 

66 


63  / 

124  , 
'238  ' 
•107  ..; 
200 
259 

"472  '^r 
866 ' 
1271  \ 
1050 
1051  ^ 

ioo7  . 

412 


5 

'  1 
13 

•6 

,10 
"11 

•15. 
26 

'  30 

23/ 
,22 
•  10 


53  .;  418 
52  514 


3.24'  1342 

■  >  ■ 

4J1'  \  1704 
567  '1514 


_24- 

r3i 


74  ,  ,  591    ■■  665  ^4  1886;;  ^  \\  ^ 


51.  ■  573 

89  521 

72  726. 

81  .759^ 

96  857 

125  '872  , 

lOS'  ?37  - 

123'  814.' 

*96.  846,' 


I- 


610  2344 

V 

798  ^••3090 


953  ;  424§  - 

997  4317  - 

1042.  4563 

937  463?  , 

•v.  ,  ■ 

"942v  4043"^ 


26 

26  •  '  f 

22  V  ' 

•23\^"V^ 

»      '  ■   /  . 

23'  ■ 


65 


'  u  n  a     1 1  a.b  1  e 
una     i  1  a'  b  I  e 

462'^        .  9 


113  1113    ;i2i$.'  '45^'  ■      25 '^V--' 


•  V.' 


SOOROE;  .  Board  of  Vocational  i^urse  and  Psychiatric  TecUician'  Bxaiinets 
Health  M4np6wer*Slfudy  with  this.  Board. 


'1974  and  1,975  flguresipdate^i 'by  Of f!|e;(5f 


ployed.    "Obviously,  educational  facilities  as  the  primary  'constraint'  of 

-  :    '  •  .  •  ^ 

Z^^V.N.  supply,  do  aot  provide  the  full  restriction  on  growth  in  the  nursing 
pool  needed  if  these*  training,  resources  and  students/  time  is  not  to  be 

,  wasted.     If  the  rate  of  production  of  new  L.V.N. 's  does  not  slackeij^gpd 

staff ing  patterAs*  continue,  there  will  be  involuntary  unemployment  of  '  ' 
L.V.N. 's."  '  "  •     "  . 

Migration      »  -  '  1.  e  * 

Inmigratioq  of  L.V.N.  *s  hmtfbeen  estimated  to  be  much  less  than  in- 

migration  of  R.N.'s.  ^    ^    Tajjle  V-26  shows  the  peftreentage- and  number  of 
»  •     »  •  '  * 

ih-mig,rants  since  1960  who  passad  the  L.V.N;  examinati'on.  •  Since  1970,  the* 

%  ... 

number  of  L.V.N,  in-migrants  have  averaged  about  23%  of  the  total-  number 
of  L.V.N,  candidates  passing  the  licensing  examination*  for  the  first  time 
(compared  to  an  average  of.  about  68%  of  new  R.N.  licensees  who  Wre  in-  ' 

■  ,  ■  » 

migrants  from  1970-1*74).     As  with  R..N.?s,  L.V.N.  In-migration  <^eaked  in  the  - 
mid-1960s,  decreased  sharply  with  the  institution  of  the  licensing  examina- 
tion requirements  in  the  late  60' s  and  70' s,  and  has  in  the  middle  of  the 

1970'e,  begun  slowly  to  increase  again.     Still  unlike  the  sdpply  of  R.N.'s 

-  If  ' 

in.  California,  it  can  be  seen,  that  ther^'t ate  has  never  been  a  "debtor"  state 
In  furnishing  trained  L.V.N. 's  to  the  health  manpower  pool.  ^ 
Labor  Force  Participation  • 

Tjiere  is  li-ttle  hard  data  on  the  labor  force  participation  of  L.V.N. 's. 

>> 

According  to  the  State  Department  of  Finance,  "the  L.V.N',  participation  *rate 
is  higher  than  that  of  the  R.N.     Approximately  -  77%' of  all  L.V.N. 's  in 
Califomia\  are  employed  and  of  that  number,  92%  are  employed 'full  time. "  ^"^"^ 
(versus  58%^for  R.N. ' s) .  ^  -^"^  \^  *       .  ' 

L.V.N. 's  also  tend  to  be  much  less  mjobile  than  R.N.'s.     This  is  attri- 
buted' to  aeveral  factors  including:    1)  social-economic  status  (poor  people 
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TABLE  V-27 

LICENSED.  VOCATIONAL  NURSES  IN  CALIFORNIA  BY  COUNTY- 
TYPE  r  VOCATIONAL  NURSES  ')  > 


12/30/75 


1 

Alameda 

2,3:31 

2 

Alpine  V 

3  . 

Amador 

^  44 

4  . 

Butte 

.  574 

5 

palaveras 

70 

Colusa 

48 

7 

Contra  Costa 

1,319 

8 

.Del  Norte 

'29 

9 

El  Dorado 

.105 

10 

Tredno 

935 

U- 

Glenn 

55 

12 

Humboldt  - 

297 

13 

Imperial 

149 

14 

Inyo 

40 

15 

Kern 

702 

16 

Klif^s  I 

190 

17 

Lake 

99 

18 

Lassen 

34 

19 

Los  Angeles 

16,366 

20 

Madera 

'80 

21 

Marin  ^ 

329 

22 

Mariposa 

'26 

23 

Mendocino 

■  180 

24 

Merced 

'276 

25 

Modoc 

.'  ,20 

26 

Mono  ' 

6 

27 

Monterey 

475 

Napa  (V 

338 

29 

Nevada 

1^4 

30 

Orange 

3,335 

4f 


31  .  Placer.  '  282 

32  Plumas      •  "  46' 
33\  Riverside  1-399 
^4    Sacramento          "*  ^1,699 

35  San  Benito  \  37 

36  San  Bernadino  *  '  jL,^40 

37  San  Diego     ^  >  3,727 

38  ^an  Francisco  1,621 

39  San  Jpaqiiin    '  •  979. 

40  San  I^is  Obispo  230^ 

41  San  ^teo       .  938 

42  Santa  Barbara  '  580 

43  Santa  Clara   ^  1,684 

44  SantaVlruz  389 

45  ShastaV  '  316 

46  Sierra  \  V  ^  ,3 
^7  Siskiyou  •  99 
48.  Solano  486 

49  Sonoma  607 

50  • ' Stanislaus  885 

51  SuM:er-  Z}Ji 

52  TWhan^-         -  Jl 

53  friniiy  24 

54  ' Tulare                '  561 

55  Tuolumne  142 

56  Ventura  \»922 

57  Yolo  209 

58  Yuba  208 

59  Out  of  vState  4,536 

60  Out  of  Country  239 

Prefix  Count       ,  54,009 


Source:*  Board  of  Vocational  Nursing  atid  Psychiatric  Technician  Examiners. 
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in  America  are  the  least-mobile) ,  2)  age  and  family  (a  higher  proportion  of 


L,  V.S, ' 8- are  , older  , women  whose  incomes  are  supplementai=^M±her  than 

4  .  -  '"^  ^  

primary'  and  who  are  tied  to  a  hjusband's  work  location!  and  3)  low  salaries. 


which  do  not/  provide  sufficient  inducement  to  move  any  great  distance,  "So 
In  a  sense,,  the  L'.V.N, 'is^a  more  static  ,ahd  reli.able  supply  for  the  area 
"where  she  is  trained  thai;  is'  the  R,N.",  the  state  stuily  concludes^^^ 


Distribut/toii  of  ■l:,V^,N.  's  -      .  ,  ^ 

-  "Witl\  L^V.N'.  *s,  the  proble^i  of^distribution  seems  to  be  acfcentuated 
by  their  relative  immobility,"  the  gtate  Department  of  Finance  writes.^ 
"Since  L,V,N.'^  are  less  mobile,  't-he  distribution  ;of  their  educational /'pro- 

grams  is  important.    The  shortages  of  L/V.nJJs  tend  to  be  where  there^are 

(IX )  •  '  ■  1  *  > 

no-  local  programs."         .  No  vacancy  figures  for  L,V,NV  positions  in  varlou 

communities  have  been  conqjiled  dite  to  time  limitations.     Table- ,V-  27 

v,^     "  '     •,  ■  ■  .  -.^-^ 

shows  the  distribution  of  licens*^  L,V,N,'s  by  county,      •  • 


\ 

I  •  ■ 


V 


o  >i  ,f 


Bducatlbnar  Opportunity        '  > 

i '  Educational  opp^rtipilty 'is -defined  as  the  ability ^of  an  adequatfe^y  pre- 
!>^f;jed  ^;ad  motlva-ted  pepsoa  to  achieve  his  /teducatlonal .  goal  wltjjln  t;<i^ health  ^  \ 

dciences.  ^^^^/^      Two  main  Issues  are 'involved,  the  feVperienf^  of 'CaiJ^&r- 

'   .  .  .  -••  ■     ,  .  ■ 

nians  in, adiieving  placement   in   health  jscienqe  programs  in  the  State,  ar^d  the 

relations  of,  this  placement  to  the  ethnic  grouping  individual,       ^  .  ' 

•    ^  Chance  of  Placement  /  ^  .  ' 

^  ^ — ^  .  I  i  ^ 

Data  on  the  rejection  rate  of  nursing  applicants^is  not  entirely  clear 
/  according  to  Robert  Tumelty.        ^     Indications  from  nursing  programs  of  all 
levels  throughout  the  State  show  thaf  although  the  number  of  graduates  froin 
^  every  program  (except  the  phasing-out  Diploma  programs,  of  course)  ig  increag- 

^ing,  the  applicant  rate  is  many^ti^B^  the  jiumber  of  places  available.  Many 
i  nurse  aspirants  experience  great  "difficulty  in"  gaining  Entrance  to  nursing 
programs  In  the  State/ ^       With  th^  start-up.  of  a  Master's  degree  clinicians* 
"^p^gram,  Tumeljpr  writes^  the  rejection  rate  wijl  na  doubt  increase ,  , 
^  Tumelty  notes  that  at  the  University  of  California  at  San  Francisco  (UCSF) 

/  ■  V'    •    ^  • .  ^  .  •  • 

mofW  than  400  applicants  a  year 'are  rejected  from -the  Baccalaureate  level  de- 
jgree  program,  which  Ver  Steeg  states  is  among  the  top  ten  nursing  schools  in 
the  United  States.  Califomians  are  favored  applicants  there,  however. 

Statistics  show  that  approximately  90%  of  the  ente^ng  classes  at;  IJCSF  and  UCLA 


consiteJKof  Cali^fotnia  residents.  '(See 'Table  V-28,  next'  page)^ 


t^Th^fastest'-expansioi^  of  nursing  programs  and  admissions,  as  noted  in^ 
Section^  of  this  chapter,  is  taking  place  at  the  Community  College  level,  • 
whose  planning  and  pr9graTimlng  authority  comes  prilnarily^  f  roi^  locaL,  n^t  state- 
T^e  iources.     Yet  this  expansion  ^annit  b^gin  to  place  the  number  of  students 
who  apply  each  year,  even  discounting  ^ultiple  art>lications  from  individual 


-       TABLE  V-28 

FIRST  YEAR- STUDENTS /£n  CALIFORNIA  PROGRAMS  OF  NURSING  EDUCATION, 
BY  RESIDENCE  PRIOR  TO  ADMISSION  -  1975 


Pre-Servlce  Program 


California 


 " 

Percentage  of 

 —  

Other  U.S. 
States 


St  Indent  8 

tal 


Public 

.  ^  u.c.s.f. 

.  U.C.L.A. 
Total 

Fresno 
Humboldt  . 
Long  Beach 
Los  Angeles  ' 
S^ramento" 
*S an  Diego  ^ 
San  Francisco 
San  Jose  *  ^ 

Total 

.  '  ' 
\      "  ... 
Private  ^  '  • 

'    Azusa  Pacif:|.c 
Qiola 

/ Mt.  St.  Mary's^ 

Loma         ^  ^ 
Loma  Linda 
*U.  of  San  -Francisco 

Total  7  ,  ' 


X 

% 

* 

^  • 

86.6 

nil) 

10.6 

(34-) 

2.8  (.9>). 

100 

(320) 

89.8 

(114) 

7.9 

(10)  ■ 

2.4  (  3)  -- 

"  100 

(127) 

(391) 

>  9.8 

(44)  ' 

'  .    2.7  (12) 

100 

(447)  • 

y 

1 

94.1 

(  .64) 

0 

;     .  5,9-  X  4) 

'  ;ioo 

(  68) 

91.9 

(  20) 

9.1 

(  2) 

X  0" 

100 

(  2i2) 

91.7 

(  33) 

2.8 

(^  - 

5,5  (  2) 

/ 

100 

(  36) 

.100.0 

(  27) 

0 

0 

100 

(  27)-  ■ 

97.7 

(  42) 

0 

2.3  (  1) 

100 

'  96.4 

(      2.7)  ; 

3.6 

(  1)  " 

•  0 

100 

(  28y 

84.3 

(  59)  • 

1.4- X  1)  - 

•   14.3  (10) 

100 

(70) 

100.0* 

(  ^8) 

/o 

> 

0 

100 

(  68) 

93.9 

C^40) 

1 

1.4 

(  5) 

4.7  (17) 

100 

(36'2)  , 

83.8 

t  31) 

16.2  4<(  6) 

0  . 

r 

100 

(  37) 

.73.7 

(42) 

i4.6' 

(14) 

'  1.  7-  (  V) 

100 

(  57) 

91.9 
90.0 

<io2-) 

(  30)' 

5^.4 
.  '9.1 

(  .6) 
(  3) 

2.7  (  3) 
V    .                .  . 

a 

100 
100 

(111)^ 
(  33)  ^ 

.  85.  2 

(127) 

11.4 

(17)  ' 

3.4  (  5) 

lOO' 

(149) 

84.7 

(12*) 

15.3 

(23)  - 

0 ' 

id^o. 

(150) 

^5.5 

(459)»  ^ 

12.-8  (69) 

1.7  (  9)\ 

]100 

(537) 

students. 


Due  to  the  rel.iiiiur86ment  structure  of^the  cpmmwity  college, 
based  on  placement  of  local  students, >and  to  Xhe  strict  territorial  boundarfes 
of  these  colleges,  it  Vould  seem  that  the  community  college  nursing  program* 


generally^  attempt  to' place  students  from  the  local  area  in  their  programs./  ' 

»  / 

However,  eagy.  re^idiency  requirements  allow  many  to  be  categorized  as  "local" 
even  though  they  may  have  just  moved  to  the  area.    .Complete  data  is  not 
presently  available^ regarding' this.     It  has  been  noted  elsewhere  that  the  main 
cause  fpr  expansion  of  the  pursing  programs  at  the  coninunity  college  level  is' 
due  to  student  demand.    (Sfee  Section  III,  Pg.  370)  .''Many  people  on  the  Nursing 
Board  ar>d  in  education  see,  the  supply  growing  too  fast,  not  for  health  needs 

nor  student  placement ^  but  for  employment  realities."  \ 

■y    ;  ^      .  ^  •  •  ,      \  . 

Ae  nursing  graduate  ^«hools  of  the  University  of  "^Caiifbrnia  also  ten3 

to  attract^tlCany*  stiKiej^ts  Vhose  basic  nursing  "education  was  adtjUlred  out  of  the 

State.    Thes6  graduates  in  turn,  once  having  obtained  tke  M.Sl.  and  Ph.D.  in  *  ^ 

nursing,  tend^>t>  be  veiFy  mobile. both  within ^and  ou^  of  the  St^te.^^^^  v 

T^ble  V~28  shdws^  the  breakdown  of  place-of-origin  (residence)  of  students 

^dmittefllLf o*  (Jalifomia  nursing  programs  in  1975.     As  ,can  be  seen  a  very  small 

percentage  of  the  student ^  in  any  of  the  public  programs    cam^  from  outside  of 

California,  with  the  highest  bein^  '13.4%  at  UCSF;  while  several  of  the  State  . 

Colleges  reported  no  new  oat-of-statd  stuctet^ts.     The  private  nltsing  schofals 

had  a  generally  higher^percentage  of  out-of-state  students',  with  the  highest 

being,  about  •  2^%  at  Biola  nMlege..*  .  ' 


361  3-8  f  ^ 


I 


y.    TABLE  V-29         '      '  , 

■  r      RESIDENCES  OF  NEW  NURSING  MAJORS -CSUC,  1975  '  ' 

/        .  .  .  i  '    '  '  '    ■  " 


r  :  P  

New  Po8t-Bac(;^laureata  Sjtudents  ■  .    *     ^         '     '        •  ' 


-^alifbmia 

,  2 

,11  ' 

2/    -  3 

*  44    7-  - 

•  6  / 

Other  States 

\ 

\ 

i 

1 

1 

« 

»  % 

1  - 

i.J      -       -  t 

'   -    •  '* 

_  1 

t 

1 

\ 

<?> 

\ 

r 

Undergraduate  Transfers 

*  • 

K 

I 

> 

California  ■ 

■16  r 

13 

'  83    76  ,16' 

\ 

,1(1  109 

162  ,  55  '  10 

35  .  40 '  .46 

75  ' 

Other  States 

2 

1'    1  - 

'  -1 

Foreign     '   ,     *  ' 

( 

1 

■  \ 

K 

* 

v' 

« 

« 

1  • 

1 

1 

1 

no 


'■2 

2 


746 
8 

8; 


*  These  «clMs  offer- Master's  degrees  as  welNs 'Baccalaureate- degrees  in  nursing.  '..  » 

Soiifce:  Division  of  Institutional  Research,  Office  of  tlie  Chancellor;  the  California  State  Univerjiity' I  College's,  " 
Los  Angeles,  Calif orniaj^        ^      -  '  ■  \     '  ' 

..  Key:  BAK  -  Bakersfi'eld,     FUL  -  Fullerton    L  b' -  Lofrg  Beach      "S  B  -  San  Bernardino     ',SJ  -  San  Jose  , 
.  CHI  -  Chico      ^  ,  ,HAY  -  Hayward  /  '  1  A  -  Los  Angeles     S'D^-  San  JJiego  "      .  SON  -  Sonoma 
I  FRE^- Frjsnfi        '  *M  - Huioboliit  Vsk\- Sacramento  ,    S  F  -  San'Francisco 


.■V : 


Table  V-29  shows  the  breakdown  of  origins  of  nursing  st4dents  in  the 
^    California  State  University  and  Colleges  system  for  undergraduate  transfers 
aod  new  post-Baccalaur^iate  students  (those  alread]^  having  a  Bacca-lauyeate  in 
a  field  other  ttlan  nursing  and  enrolled  in  the  B.k^.  nursing  progrf^m  of  the 
school,  or  those  with  a  Biaccala\ireate  In* nursing  and  enrolled  fti  an 'M.S. 
nprsing  program  of  the  scihool-) .    Again  the   percentage  of  students  froni  outside 
*      of  California  in  these  programs  in  1975  wa«-^ less  than J.0%.        ^  / — 

.  ■  A   • ' .  •     ^  ■  , .      j  ^ 

Again,  data  showlbg  number,  and  pLace-of-origin  of  nursing schdbl  appli- 
cantsi  which  could  be  compared  to  nunlber  arid  place^of-origin  6f  nursing  % 

school. students  is  not  available.    Generally  it  can  b^  concluded  that  while  • 

»  .  ^*  •  .         '  ' 

_it  is  difficult  for  any  applicant  to  get  into  a  California  nursing  school, 
due  to  the  number  of  appAcatlons,  it  may  be  easier  for  a^Califftmia  resi- 
»dent  than  for  an  out-of-state  applicant-.-  "  , 


of-state  a] 

■  f  ■ 


^-  •    .  / 


r 


,1 


.,1 


<7' 


36-3 


ERIC 


•     ...        ,  ;      TA]fLB  Y-30 
FIRST  tEAR  STUDENTS'^IN  miFOIINIA  PROGRAMS  OF  NURSING  EDUCATION  BY  ETHNIC  GROUP  -  1975' 


Prfi-Servlce  Prograri  '  Black 


'Native' ,  Mejclcan^ ,  Other  ' 
American    American  .  Non-White 


Oriental 

» 


Public 
U.C.  Systeo: 


All  Caucasian 
Minorities  ' 


TOTAL 


U.C.S,,F,'  ' 

^  8.82(28) 

0 

1.8X(6) 

UiC.L.A. 

5.9  (  3) 

•19.6  (10) 

,0 

11.8  (  6) 

Total 

■  ^.6  (17) 

10.3  (38)" 

■0 

'   -3.2  (12) 

0 

2.0  (  1) 


15.0Z(  48) 
39)2  i  20) 


85.0^(271) 
dO.8  (  31) 


1003!  (  319) 
100  (  51) 


1  (1)^^18.4(68^^  81.6  (302)'   100  (  370) 


CSUC  System:  '  . 

Fresno  ^ 

Humbofyt 
'  Los  Angeles 
w     Long  jeach 

Sacramento 
Jf.-  San  Diego . 

San  Francisco 

San  Jose 


,  7.7,  (  5) 
0  ^ 
52.6  (10) 

20.6  (.7) 
5.1  (  2) 

1-4.8  (  8) 

16.7  (  9)  . 
14.3^(1) 

14.3  (3<^ 


4.6  (  3) 
0 

10.5  (  2) 


0  ' 

t 

0 
0 


5.9.  (  2')  5.9  (2) 

0  :  2.6  (1) 

.  3.7  (1)  0  • 

13.1  (  7)  3.7^(2) 

0    '  ^.0/  ■ 

'5.6  (15)V.9  (5) 


7.7  (5) 

4.8  (1) 
■  10.5  (  2) 

11.0  (  4) 
0 

'  1.9Y1) 
/14.6  ^-1) 

.  (14) 


3.1  (  2) 

0 .  . 

11.8  f^) 

2.6  (  1) 

3.7  (  1), 

25.9  (14) 
Q ' 

8.3^22) 


Azuk^  Pbciflp 
Blola 

"Mount  St.  Mary's 
Pt.  Loma 
tima  Linda  ' 
•U;.  of  San  Francisco 


Total 


TOTAL 


'•1  ■ 

2.^  (  1)  • 

0 

:  0 

5.4  (  2) 

■  0  ^ 

i.Hi) ' 

7.0  (  4) 

.3.5  (2) 

2.6  (  4") 

.  5,9  (  9) 

1.3  (2) 

6.5  (10) 

.  0 

3.0.(1)  : 

6.r(  ?) 

0 

/  0 

6.1  (  2) 

4.0  (  6). 

■  4-.7  (  7)^ 

1.3  (2) 

5.4 '(  8) 

10.1  (15) 

5.3  (.8) 

5.3  (8) 

0 

6.7  (10) 

3.3  (  5) 

3.6  (21) 

U  (30) 

1  (4)., 

,  '5.5  (32).' 

3:8  (22) > 

6.3,(76) 

6.8  (83) 

1  W 

4.8(58) 

3.7  (45) 

^23.1.(1^) 
4.8  (  1) 

''73.'r-(  14) 
55.9  (19) 

io:3,(.4)' 

22.6  (,  6) 
61.1 .(  33) 
28.6  (•"2), 


76.9  (  50) 

95.2  (  20> 

.26.3  (  5) 

4U  (15) 
85.7.(35;  , 

77.8  (  21)  : 

38.9  (  21)' 

'  71.4  (  5)  ^ 


104  (  65) 
100  (  21) 
100  (  19) 
100 .(  34)' 
.  100  {'  39) 
100. (  2^) 
100  (•54) 
100  (  .^7)' 


35,3' •(  94)    64.7  (172)  ■  100  (  266) 


8.1  ( 

12.3  (  7) 
16.3  (  25) 
15.2  (  5)- 
25.5  (  38) 
20.7. (  31) 


'91.9  (  34) 

S7.7  (  50) 

83.7  (128) 

84.8  (  28) 
74.5  (ifl) 
75.3  (119) 


18.8  (109)  81.2' (470) 
22.3  (271)    77.7  (944) 


100  (  37) 

100  (  57) 

100  (  153) 

100 ^(  33) 

100  (  149) 

100  (  150) 

100  {  SB) 

imms) 


CoBplled  from  data  sent  to  theitealth  Manpower ' Study  Wf ice  by  the  individual  schools,  Spring  197^. 


—————  -«.  ———  — ——16— —  ^  ^  ,  ^ 

Table  V-30'.  shdws  the  ethni^ty  of  -first  year  (entering  class)  studehts  In 
a  sample  of  California  nutsinR  programs .  \At  this  two  University  of  California 
nursing  programs,  marked  differences  can>e  seen/  Overall,  UCLA's  entering 
nurs/ng  claqs  of  ^197^  had  more  than  twi^e  as  many  minority  students  as  di4. 
UCSF;  the  percentage* of  minority  students  in  that  calss  is  almost  three  times 
as  much  as-  the  percentage  of  UCSF.    ^s  Can  be  seen,  UCLA  had  more  minorities 
^in  all  categories.    Although,  it  appears  from  the  data  that  neither  university 
has  any  Nati^ve  Americans  in  it's  entering  class.  '     ,        .  /  ' 

The  number  of  minor*tde3  in  other  California  colleges  and  school^  of 
nursing  varied  widely  ■  both  individually  and  ajs  systems'.    Various  number  ^ames 
can  be  played^with  these  statistics  in  comparing  which  ethnic  groups  are  more 
repres^ted  In  which  schdol  and  which  system.    The  meaning  of  -«4^e  games, 
hoWver,  would  be  hard  to  analyze  at  this  point  since  these  statistics  have 
not  been^kept  over  a  long  enough  period  of  time  to^ show  any  particular  pattern 
thus  no '^attempt  io  analyze  them  will  be  made  here.     In  addition,  it^y  be 
a  misuse  of  d^^mpling  to  compare  .percentages  o£  persons  in  or  applying  to  a 
program *td.th  the    percentage  "of  that  same  group  in. th'e  total  population; 
although  the  position'is  emotionally  charged,  It;  can  hfe  argued  that  the  number 
of  minoi:ities  admitted' to  nursing  school  programs  should  be  compared,  by  group 
with  the  total ^number . of  qualified,  applicants .        .        "  • 
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-      ^  TABLE  V-31  ^  . 

COMPARI-SON  OF  ENTERIWG  CLASSES  IN  CALIFORNIA  NURSING  -EDUCATION'  PROGRAMS  WITH 

.  California; S'  ethnxc  composition  -  1975 


.  ,    .    *    ^                      •   ^  Public        """"  "^Private* 

.   Efhnic. Group      '         State  ""BTc.  "  CSUG 

*r  ;             /           '  Compo8lj#l0^  '  ^  - 

.  ^     -  ,:•  '\                 '  ^  .X    ,  _  ^     '  . 

gaucasian  .       78.0  '.  -  -81.6  ',     64.7  8i;2., 

ilack                        •      7.0      ,  '    4.6       ^  14.3  ,  ,  "  ?^6 

Nativ6  American              0.5  -     0  1.9  .1 

Oriental               ,        .2.6        '  10.3  5.6.  5.2 

Mexlq^  American           11.0  3.2  5.3  5.5 

All  Others                      0.9.  1      •  ft.3  "  3.a  . 


fot^).  Minority    •  22.0  18.4         .35.3  •  18.8 

total  .Caucasian  78.0  .  83.. 5.  64.7  '  81.2 

Grand  Total  100.0  ^    100.0         100.0  100.6  - 


U.S.  Bureau  of  the  Census,  1970  Census  of  the  Population 

9 

'  ■  1  .1 

<- 

'■  2 

Includes  Chinese,  Japanese  and  Filipinos  * 

*  A'zusa  Pacific  College,  Blola  College,  Loma  Linda  University,  Mt.  Saint 
Mary's  College,  point  Loma  College,  and  the  University  of  San  Francisco. 

.        ■  '        ^-    .    .  ■'  -  ■ 

Compiled  from  data  sent  to  the  Health  Manpower  Study  Office  by  the  Individual 
schools.  Spring  1976.  .  . 
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Probably  tiiore  significant  than  the  tables  showing  the  ethnic  backgrowid 
and  sex  designation  alone,  is  Tabl§  V-31,  which  compares  the  ethnic- composition 
of  the  enter;tng  class  of  students  in  California  nursing  programs  in  various 
school  Systems  with  the  State's  overall  ethnic   'composition.   /Here  it  is  shown 
that  the  Unlverstiy  of  Califomiar  program  and  the  jpriyati^  programs  are  only   '  * 
lightly  overrepregent^j^th  Caucasians  ,^^Wiile  'the .  State  University  and  College 
system  is  largely  underirepresented.  .  ^  ' 

^\    i  ;        A       '■  .     ,     \      '  •  ^  ; 

By 'ethnic 'group.  Orientals  can*be  seen  to' be  oVerrepresented  in  all 
systems  by  as  much  as  four  times. ^  Blacks  in  the  State  University,  and  Colleges 
system  are  oVerrepresented  by  mi^  than  twice  their  percentage  of  the 'Sta't?e*s 
population,  while  being  underrepresented  by  neatly  half  in  the  private  schools, 

.    ^  ■  '  ■       ■  r  ■ ... 

and  slightly  more  than  half ^n  the  University  of  California.    Native  Americans 
are  ,urider?feihresented  ojily  at  the  University  of  California  and  bverrepresented 
in.  the  other  systeiiis.    Mexican  Americans  are  underrepresented  in  all  systems 
by  at  least  half. 

.  On  the  average,  then,  it  can  be  found  that  the  minorities  are\iligfitly 
overrepreseli!t,ed  in  California  nursing  programs  with  a  placement  of  24^16% 
in  the  1975  entering  class  as  compared  to  a  22%  representation  in  the  State 

as  a  whole The  majority  Caucasians  are  thus  slightly  underrepreffisnted  with 

■  ^ 

75.84%  in  the  entering  class  as  compared  to  78%  in  the  overall  o State 't)opulation. 


39:) 

367  » 


3'.     DEMAND  TRENDS 
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Market  Demagd  and  Projections  -  \        '       ^  ' 

Demand  for  liursing  services  has  traditionally^  beea^detennined  by  two 
methods:     1  )  acfcua!^  vacancies  in  nursling  employment  facilities  (market,  factors) 
and,  2  )  estimations  by  c<5ncerned  *  prof  essional  and  consumers  as  to  what'the 
real  demand  is  for  nursihg  services  according  to  their  own  perceptions  (need 
factors).     Objectively  it  would  seem  that  fa:^ly  accurate  short-term  pro-  ' 
jections  of  demand  coulJ*he  based  upon  per  population  ratios,  or  upon  hospital 
coustruction  and  known  average  bed  occupancy  rates  correlated  with  standard- 
uzed  mixes  of  personnel  services  including  nursing,     however,  no  nutse-per- 
population  r^tl,9^ha^  ev^  been  agreed-  upon  as  being  adequate,   (in  1970  the 
U.S.  Surgeon  Gerferal  Consultant  Group  on  Nursing  recommended  a  minimuiq  of  319 
practicing  registered  nurses  per  100,000 'populatioa;  which,  can  be  %een  in 
Table  V-2  ,  the  entire. natibn  is  well  over  by  1975);  various  etonomic  and 
other  iixf luenees  which  modify  the  decision  to  budget  and/or  to  hire  nurses  in  ^ 
any  giveq  situation  makie  the  existence  of  budgeted  nursingj^  vacancies^  in  hospir 
tals  similarly  lacking  an.  an  analytical  .tool.^"^"^^     There  simply  is  no  really 
good  objective  way  to  determine-  demand  for  nursing  services.  ^  (*See  page  375) 

Much  has  befen  and  is  being  written  ab^ut  the  changing  role  of  nurses  and 
the  health  delivery  System.     "There  has  b>en  a  not'iceable  shift  to  an  emphasis 
on  the  prevention  of  illness  and  promotion  of  high  level  wellness,  and  it  is 
becoming  increasingly  evident  that  health  care  must  be  offered^iff  a.  wider 
variety  of  peaces/*  writes  one  nursing  educator.  1972  data  show  that 

only  one  quarter  of  the^^care"*  given -to  patients  occurred  in  hospital  sattings 
and  t^at;    recipients  of  cai^e  received  three-quarters,  of  their  care  outside  of 
'the  hospita^.     The  decrease  in  the  number  of  days  speat  ip  the  hospital  re- 
fleets  another  trend  as  well:  the  increasing  sophistication  and  specialization 
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•  .     ■  '  "  —  *  i 

M  r  '  •  .  -   ♦  . 

of  medical  cate.    New  techniques  such  as  organ  transplmits,  kidney  dialysis 

'  '  '         .         /    .  ^      ^       ^  ^    ,  , 

•  and  chemotherapy^,  for  example,  require  highly 'specialized  nurses  with  the 

technical  skills  and  ability  *to  make*  informed  judgements  about-  the  patient,' s* 

care  ^         during  the  shorter  time  he  is  in  the  acute  care  facility. 

At  the  same  time  that  hospital  usage  is  going  down,  group  -practice  is 

increasing.     "The  day  of  the  solo  practitioner 'is, rapidly  df^wing  to  a  close, 'V 

Pope  said -at  ^he  December  California  Health  Manpower  Conference  which  pre- 

ceded  this  r^pgrt.    Modern  technology  and  jcialpractice  premiums  make  partici-  ^  ^ 

pation  in  some  sort  of  organized  s);^stem  issential  for  all  health,  prof essionals. 

Although  professionals  have  traditionally  not  been  taught  how  to  cope  with 

bureaucracies  and  gtill^ deliver  good  care,  group  management  and  administrative 

.  skills  are  now  beginning  to  be  taugljt  to  nurses.  ^ 

'      As  with  nursing  skills,  the  management  of  nursing  had  changed  to  reflect 

-   chaliges  in  organizational  administration  throiij^hbut  the  country ;  ^^health  per- 
sonnel management  has  gone  the  full  circle  from  -"Scientific  management"  of 
the •1920s  (the  assembly-line  process  of  breaking  large  tasks  into  lelffs  com- 
plex ones  which  could  then  be  done  routinely*  by  lesser-trained, ^lesser-paid 

(11  )^^^^ 

workers),  to  an  era  of  "Job  Enrichment"  ^         and  satisfying  where  workers 

■  .  '  ■  ■  ■  ••  >     -  ■ 

and  emp]^oyers  seek  jobs  and  personnel  that  will  satj.sfy  as  many  requirements 
as  possible  such  as  responsibility ^  salary,  timQ  worked,  etc.     Because  of  7"^ 
this,  we  see  now  the  beginning  of  Aany  variations  of  work  roles,  mixes  of 
personnel,  mixes  of  working  hours,  and  cooperative  arrangements  between 
different  kinds  of  manpower  and  facilities  to  fit  the  local  conditions  of-     .  ^ 
supply  and  utilization  of  technological  itinovations . 

Because  this  is  a  period  of  transition  and  change,  it  is  no  wonder  that 
there  appears  contradictions     in  analysis  and  interpretations  of  data  i^eflect- 
ing  supply  and  demand  pf  nursing  personnel. 
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As     shown     la  Table V^4^  ;  J,^  has  be^en  estimated  thdt  In  1975  tHere  were 
92,161  active  RNs  employed  in  .California;  it  w«3  prelected  that  109,949  would 
A.     ^  /  ^  fctive  by  1980,  an  average  .of  3,558  more  registereij' nurses  a  year, 

Cailfornia  Employijietit  Department  estiiriktes  *  that  between  1975  an^  1980,,  market 

demand  and  attrition,  (rep l,acemei>(j)  f acftor^- will  accorm^for  46,'o73  pb'sition  ^ 

"       ''''  .    ^       '    »         '     '      •         '  ^ 

.     -     openings  in' nursing  between  1975  aiid"^  198(^' an  average  ^of  9',215  a  year  - 

'  '  .       •  ^-    ■ '  ^  '  --^  ^    .   ■  ■ .  ^-^  .  ,  ; 

(See  Appendix  E,  page- E-1)      If ^ these  figures  are  correct,  ^t.  seems  th^re^t^ 
would  be  a  demand  for  5,657  nBre  registered  nurses  per *year  than  Will  be  met 
•  by  the  projected  supply  (DeiRoa^i  shows  that' this  supply  could  be  met  by 

increasing  the  number  of  graduat;e  nurses  by  7%). 

.i 

Yet  unemployment  of  nurses  in  California  is,  becoming,  according  to 
^several  sources,  "a  new  crisis.'*  ^'^C^    ^  survey  of  nursing  directors  under- 
taken by  the  ^Board  of  Nursing  Education  and  -Nurse  Registration  in  1973 
revealed  that  many  nurses  were  unable"  to  find  employi|^ent  in^  metropolitan  areas 
of  California  such  as  JSicr^ento,  San  Jose,  San  Francisco,  Oakland  and 

4  ^ 

San  Diego.  These  trends/  when  combined  with  declining  hospital ^occu- 

pancy  and  hospital  construction,  strongly  indicate  that  emplojnnent  ptpblems 
are  likely  to  ^et  worse  and  not. better  ia  the  near  future.      ^  'Recent 
expansion  of  nursing  programs  appears  to.  be  based  primarily  on  demand  9f  ' 
students  '/Who  are  clearly  not  informed  of  the  -facts  regarding  nursing  femplo);:5ent| 
One  possible  reason  for  the  discrepancy  between  job  projec'tions  for  nurses, 
and  unemployment  of  nurses  may  be  the  kinds  of  jobs  that  are  available.  "Tlie 
majority  of  the  areas  that  have  vacancies,  have  them  only  in  shift  work,  in 
specialties  like  'operating  room  or  gynecological  nurse,  or  in  less  desirable 
emplo3nnent  areas  like  convalescent  homes"  accotxllng  to  one  state  source..  ^  ^  ^  . 
Demand 'for  LVNs  i       .      ,  }  , 

^  Rising  hospital  costs  have  contributed  both  to  the  positive  and  also  to 

•  .    •  ■  .  "^^-^^  ■ 
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>•  •  '  '  /  TA^LE  V-32 

KUMB^R  OF  VACANCIES  IN  NURSING  POSITION  IN.  CALIFORNIA  197 V7 5, 
BY  SJLECTElf  REGIONAL  AREAS 


I    .''^  ■ 
Northwe8t|Pn  , 
California 
•(889,500) 


COUNTIES/  ;■ 
CITIES    ^-  *POPULATI0N 

COVERED  COVERED      *  RN's 

Sonoma  259,500  ,  24 

Jtarln  3d2,iqg/  8 

'Nkpa-  100,900*  16 

Lake  74,900  '  9 

Mehddclno  *  . 

Humboldt  &  .  1,52, 100<  11 

Del  N^rte  -  - 


lvn's 

23^ 

■h 

.V. 


"  .  4;;  '  ^  . 
Nurs.  AsstL 


^5  ' 

^  20 

Mr 


'II 

Golde/i  Emjplre 
(I>821,3'00) 


■III 

Central  ^ 
San' Joaquin 
(1,^17,900)  • 


Frehno  * 
Kings  ' 
Madera 
"Maflposa/ 
Merced 
Tulare 


Tota" 


544,500 
86,800 
48,400 

121,400 

216^800 

; 


75' 
1 
2 
7 


2 
109 


49 
cO 
2 

•  0 
10 
61 


49 
0 
Ov 
1 

4 

54 


•Public 
Health 
^Niirse 

0 
0 

.  0 

i  0  ■ 

0'- 


Total:  ^ 

■  f. 

.68 

0 

/ 

■■•  V  0 

£1  Dorado 

•69,900  . 

0 

0 

,1 

Nevada 

26,600 

0 

1 

1 

0 

Placer  r 

110,600 

3 

3 

1 

•  0 

Sacramento 

915,500 

135 

78'     '  , 

47 

0 

San  Joaquin 

343, 40g 

8J. 

41  ' 

39 

1 

Sierra- 

;2» 

2 

1  • 

0 

0 

Stantlaus 

216,^00 

36  . 

i    15  t 

19 

1 

Yplo- 

137,100^ 

11 

■]': 

2 

■  0' 

Total: 

275  ' 

140 

110 

2 

1 

0 
0 
0 

0 

1 


> 

qinlc^l 
Nurse 

ov/.- 

0 


4  . 


c 


1 

0 
0 
0 

0-. 
1 
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/■■  ,  AREA 


Kern 

(409,400) 


vV  Channel-- 
Countie^ 


'  TABLE  y-32  -  contijmed  ^  ^  <  ^ 

Vacancies  in  Nui:8ingv(,1974-1975)  (continued) 

t  .  ■ 


COUNTIES/  POPULATION 
COVERED  ,  '  C0VEr1d\  ' 
.  ,  ' 
409)400 


Kern 


Total: 


*nta  .  ^MO,m 


,    ;(i;i25„0te     San  Luis'  •152,400 
^ '      Obispo.    ^  - 

Venfura    '  562,300 


Total: 


I 

*  RN's 

LVN's 

1 

Nuf  <j  Ass  ft 

V     '  r 

V) 

32 

■* 

23  ' 

.  32  . 

i 

*  t 

2,1 

7 

26 

2  ' 

'  13 

r 

4 

C            /          ■  ■ 

80  , 

11  . 

'  '  .  '^2 

VI  . 

Coastal 

Region 

,(933,107) 


16  incorp. 

cities 
several  un- 

incorp. 

areas 
incotp  traits 

of  City  of 

lA^^  . 


131 


46 


4 


52 


Total: 


131 


X 


vir  . 

San  Fernando  * ,  San  Fernando  1  ,j:4'2 , 198  v 

Valley  Santa  Cl^rita    54,40a    •  85 

(l,'i?2,698)  .  Antelope  •  '  '76,10(i 


.4 


Total: 


85 


401 


Convalescent  facilities  also  included) 


46 


^30 


30 


52 


33 


33 


VIII.^  . 
Orange  • 
■(l:i815,'700) 


COUjITIES/ 
CITIES  *P0PUUTI01I 
(JOVEHED  ,  COVERED' 


V'V  .TABLE  V-32- cqntinued  ' 
Vacancies  in  Nuttiiig"(1974-1975)'  (cont'd) 


Total: 


TOTAL 


LVN'j 


'Orange.    '  1,815,700  '  .143  .  ^0 


143^ 


30 


914 


3?" 


Ntirs,  Asst. 


74  • 


74 


464 


Nurse 
0 


13 


;;j     '  *Source:    Reference  Book  on  S^lecttK^  Health  Manpower  ^Data  In  Calif.  (Projected  1975  Population) 


4  negative  demand  fyr  Licensed" Voqational  Nurses.  On  the  ouq  hand,  it  has ^ 
hieen^oted  that  in  nn  effort  to  cut  health  care' costs,  hospitals,  have  begun 
t<^^re  morei  LVNs  thap  RNs  because  of  the  lower  rates  of  pay,^  although 
no  exact  figures  are  available  to  ascertain  thj:sV  However,  it  i§  -fact  that 
the  proportion  of -registered  nurses  ^as  declined  and  the  proportion  of  LVNs 
Las  increased.  ^ 

On  the  other  hand,  it  seems  certain  that  there'^ill  be  a  continually 
greater  emphasis  upon  technical  expertise  at  whatever  level. • .which  lends' 
itself  to  the  auhstltutipn  of  less  well-trained  personnel,  or  at  least  oV 
less  broadly- trained  personnel,  for  more  well-trained  personnel.  ^ 
Affecting  the  demand  for\he  LVN  is  the  greater  use  being  made  of  such  it^m^ 
as  disposable  sheets,  syringes-and,  other  equipment,  which  used  to  require 
more  ^.of  the  LVNs  time  to  care  for  than  jfche  hospit^has  found  economically 
worthwhile,     A3  labor  co^ts  increase,  this  tendenc^  toward  the  use  of  pre- 
packaged drugs -aad  disposables  of  all  types  may  .well  be  able  to  decrease- tj^e 
amount  ofVoverall  nurse  manpower  required.'  ^ 
Impact  of.  National  Health  Insidrance 

Specific  predictions  and  projections  on  the  impact  of  the  "inevitable" 
developm^t  of  National  Health  Insurance  upon  nursing  manpower  have  not  been 
made.  There  are  many  speculations,  however,  one  rtursing  educator  writes: 
"pr^dicitions  are  that  a  National  Health  Insurance  program  will  respond  to 
constimer  requests  and  will  increase  the ^emphasis  on  the  promotion  of  health, 
iimnediately  there  will  be^a  need  to.prepare  new  and  different  personnel  a^ 
to  augment  existing  health  care  prt^^ders,.  . 

We  can  expect  increasing  input  from  thfe  consumeJr  as  he  becomes  a  more 
involved  pairticipant  and  a  more,  direct  source. of  payment  for  services.  it 
/flL  mbst  certainly  be  necessary,  to  utilize  personnel  more  effectively  and  to 


make* health  care  more  cost  effertlve."  ) 

^  presentation  at  the  Whfte  House  in  1975  'on  health' manpower  issues- has 

this  to  say  about  the  impact  of  national  health.  Insurance:  • 

"The  Impact -6f  the  Intrpductlon  of  comprehensive  national  - 
^      ■     health  insurance  would,  in  all  likihood,.  be  more  dramatic 
-  for  those  ;tep^cialties  havijig-prlncipal  responsibility  for 

.     ambulatory  c^iTe  services  than  for.  those  which  are  hospital-     •  " 
•  >  .  ba&ed.   C  5  )    ^  *  .  . 

J.  '  ^  .  ■  ^  ,      r        '  ■ 

•  ,m  ■ 

In  this  light,  the  demand  for  primary  care  nurse  specialists  and  'physi- 
cian-substitutables  could  very  well  incTreaSe  as  federal  support  emphasizes  ' 
ambulatory  care,*  health  maintenance  and  preventative  services.  • 

^  4  » 

.  ♦  -  *     •  *      ^       .  .  •    ^  -  ,    ^  ^. 

'  ■  .      -     ■  .    ■  '■  .  U      *  ■ 

*  «  -I  V  •   ^  .  .  ■     ■  ■ 

(*For  a  detailed  description  of  four  major  ways  to  determine  health  manpower 
requirements  —1>    tHe  number  approach,  2)  the  utilization  Approach  ."^  3)  phe  ' 
consumer  approach,  and  4)  the  total,  health  approach  --see  1970  Calif or^jp 
Health  Manpower,  Four  Major  Approaches  to  Determining  Health  Manpower  Require- 
menta  and -Ways  to  Meet  Them:  Health  Manpowef  Council  of  Calif otnia.  Revised-  . 
July  1971;  Orinda,  California  by  Ann  "Lewis  and*  Kenneth  L.Briney.)"  ... 


4.     UTILIZATION  TRENDS 

Actual  utiUzatton  of  nurses  then  woui^seem  to  be  the  morje  accurate  way 

•    '  *      ■         ■         '    '  •  '        '  /  ■  ■ 

to  describe  demand  for  nursing  personnel  than  market  factorsi    Yet  it  is  here 

where  needs  6f  the  people  must  Be^descrlt^d^n  terms  of  their  own  perceptions  \  V 
of  the  kinds  of  services  they  seek.'    Criteria"  considered  by  heaitli  profes-  '  ^. 

sionals  to  be  essential  for  optimal  level^  o|  nqrsing  caire  for  individuals 
and  families,  .while  probaljly  the  most  pirofesslonal. information  to^go  by/ must- y  '  ' 
alao  be  suspect  for  vested  interests.    As  sever al^  researbh^rs  have  noted, 
"Estimates  of  demand  for  nurses,  as  measured  by  number  of  positions  employers 
.  offered,  ar«  usually  lower  than  the  numbers  judged  by  the  professions  as 
needed  to  providie  nursing  care  for  the  people.  ^"^^  ^ 
Nurse  Specialists  " 

Historically,  andstillW^ay  as  the.  chayt  shows  on  Table  V-22/nurses 
are  found  mainly  in  hospitals  and  large  health  care  facilities;  originally 

nurses  were  seen  as  th/e  logical  group  to  which^.subordinate  task's  could  be 
(12) 

taught.  The  advent  of  nurse  specialists  in  highly  technologized  units' 

'   ' '  ■     '  \,  •     '  ■  ■  -"/V 

such  as  the  Cartfiac  Care  Units  and  Intensive  Care  Units,  ht>wever,  where  charge 
nurses  had  to  act  in  emergencies  without  ph/sicians  present,  and  the  advent 
of  the  Nurse  Practitioner  programs  only  recently  have  made  medical  pers9nnel^  , 
come""  to  grips  with  the -fact  that  nurses -had  long  been  practicing  in  violation 
of  the  Medical  Practice  Act.  ^1   ^    According  to  Ver  Steeg,  "The  necessary 
•changes  in  the  la^i/  and  their  subsequent  interpretation  have  only  been  part  of 
the  atory.    Prior  tp,  during,  and  subsequent  to  the  passage , of  the  new  laws, 
there  have  been  fconsiderable  efforts  between  medicine  and  nursing  to  develop 
a  working  relationship  on  a  hew  basis-i— ^^w  the  n^w  law  does  provide  for  '  ^ 
collaborative  practice  between  physicians  and  nurses,  all  but ' in  multidisciplinary. 
health  care. systems  only.     The  ^ew  definition* steers  clear  of  hierarchic  controls 
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which  are  otherwise  so  prevalent  in  the  laws  dealing  with  health  delivery  and 

.  •     '       as )  •  ' 

-financings       ^  . 

Many  reserchers  point^out  that  while  vast  changes 'have  been  made  in  the  ' 
past  decade,  the  actual  delivery  of  health  services ^  with  subsequent  dramatic 
effect  on  the  morbidity  and  mortality  rate  of  the  population',  that  the  delivery 
system  itself    has  remained  essentially  the  same  since  the  turn  of  the  century. 
These  advances,  along  with  .th^ir  obvious  benefits,'  have  also  spawned -special- 
ization, underutilization,  overtraining,  duplication,  and  great  fragmentation, 
all  whibh  have  been  cited  as  factors  in  rising  health. care  cos'ts,  aside  from 
the  forces  of  inflation.   ^  ^    ^  ^ 

As  with  physicj.ans,  the  issue  of  nurse  specialty  raises  problems  not:  yet 
refined  by  health  planners;  that  is  the  problem  of  specialty  distribution. 
"Jdeally  manpower v Resources  should  be  a  derivative  function  of  healt^i  services 
needed  to  achieve  specified  health  goal^and  those  in  turn  translated  into 
manpower  requiVemehts.     But  the  estimatdon  of  manpower  fequiremeilt  cannot 
be  isolated  from  local  "environmental*'  considerations  such  as  geography, 
demography,,  socio-economic  factors,  health^ca^e  expectations,  etc.  Studies 
of  physician  distribution  by  specialty  point  clearly  to  a  current  and  contin- 
uing 3hortage  in  the  primary  care  specialties^  particularly  those  related  to 
general  medical  care.     "Even  the  increased  training  and  utilization  of  new 
health  practitioners  such  as  physician's  assistants  and  nurse  practitioners 

is  not  likely  to  reduce  the  demand  for  primary  care  physicians  by  mor^  thaft 

.        (  5   )  • 
5%  under  optimal  conditions  by  1980.  / 

3  vl,  J     -     .  .  . 

Nurse  Practitioners  -  '      •  , 

.  •  -  '       ■     • .  ■    •       •  •  .■ 

The  concept  of  non-physician  primary  care  providers  has  eV.olved  in  €he  s 

•»  *  ^-  (  ^  'X  \ 

past  fifteen  years  from  an  idea  to  a  nationally  viable  profession. 

The  new  definition  of  RN  practice  under  the  Nurse  "Practice  Act  legislation 
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Is  deliberately  non-specific  as  to  the  listing  of  health  care  tasks  or  pro- 
cedures, although  of  course  rejnote  controls  (written  policies  and  protocols 
and/or  communication  by  electronic  means)  and  physl«cian  review  are  assumed 
in  all  of  the  expanded  functions ♦     Some  of  the  shortage  area&>^  which  RNs 
tinder  their  expanded  roles  could  have  a  major  inpact  include:, 
.  Primary  Health  Care; 

Prenatal  Care  and  Samily  Planning; 
.  Critical  Care  in  Acute  Care  Setftings;'  - 

Counseling,  Health  Education,  Emotional  Support  of  Inte'rvention 
in  Community  and  Private  Settii^||B; 

Regular  Screening  Examinations  and  Health  AsAesments  ^ 

The  table  beloij  showj  the  number  and  kinds  o!t  nurse  practitioners  that  were 

being  trained  in  California  in  1972  alone:  — 


Table  V-33i      Types  of  Nurse  Practitioners. 

Family  Nurse  Practitioner 

120 

Pediatric  Nurse  Practitioner 
(Includes  School  Nurse) 

249 

Adult  Nurse  Practitioner  ^ 

140 

*  Obstetric-Gynecologic 
Nurse  Practitioner 

72 

/     '                                     .  - 
Fami,ly  Planning 
Specialist 

89 

,  .  „     Psychiatric/Mental  Health 

20 

\tal                             '  » 

690  >y 

\^y  1975  some  programs  in  the  fplldwitig  specialties  had  been  improved 
under  AB  1503,  Chapter  1350:  ^ 
Family  Practice; 
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A  common  pi^ofesslonal  benefit  cited  Is  the  additional  time  it  gives  physicians 
to  focus  On*  acute  problems  for* which  he  is  trained,  leaving  .the  routine 

•  '  A 

problems  to  the  practitioner.  Problems  cited,  mainly  from  the  physician  point 
of  view,  .are  those  of  malpractice  Insurance,  reimbursement,  at  present  there 

Is  no  direct  reimbursement  by  third  party  payers,  the  delegation  of  patient 

'  (14)  * 

care  responsibilities  -and  the  kind  of  legal  corporate  structure  from 

*  <  .  • 

which  a  nurse  practitioner .may  act.     l£  seems  doubtful  that  under  the  Moscone- 
Knox  Professional  Corporation  Act  of  1968  that  a  professional  corporation  of 
physicians  would  be  allowed  to  use  nurse  practitioners,  slnC^e  they  would  \then  ^ 
be  defying  the  single- profession  criteria  of  the  act.'    The  Medical  Practice 
Act  also  prohibits  the  use  of. corporate  administrative  Structure  for  collab- 
oratlve  but  independent  practice  between  physici'ans  and  nurses,  but  their  are 
prohibitions  against  fee  splitting  in  thisyserrangement .    When  the  only  col- 
laborative  mechanism  left  between  physician  and  nurtffe  practitioner  is  then  i 
that  of  employer  and  employee,  tvfc  whole  matter  of  malpractice  insurance 
and  third  party  reimbursement  cpmfes  up.   ^15^     Present  regulations  also  p 
seriously  inhibit  the  utilization  of  nurse  pra^itloners.  in  the  care  of 
hospitalized  patients.  ,  ^ 

From  the  educator's  point  of-  v4.ew,  the  two  major  problems  are:     1)  the 
establishment  of  uniform,  acceptable  standards  for  practitioner  programs, 
dnd    2)  assurance  of  academic  credit  for  the  students.     Involved  in  this  are 
the  questions  of  which  educatiiJnal  institutions  should  train  practitionei?s , 
what^  are  the  approp:^late  clinical  sites  for  the  practitioners,,  what  shbuld 
the  admission^criteria  be,  and  how  far  can  they  be  used  as  substitutes  for 
hospital  house  staff  and/or  the  foreign  m(^ical  graduate?    Medical  faculty  - 
at  the  University  of  California  in  San  Francisco,  have  delved  into  these 
questions  in  detail.        ^        ,  ' 
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Pediatrics; 

Maternal  Care;  .  ^ 
Midwifery; 
School  Nursing; 

Geriatrics;  , 

'Family  Planning.        -  -  , 

■»       -       .  '  '  * 

These  projects,  varying  in  length  and  numbers  from  three* months  to  two  years 
,  expecfed  to  train  approximately  1,732  nurses.         '  ' 

Statiatics  show  that^ince  the  training  programs  began,  12.5%  of  the 
trainees  left  the  state,*  60%  stayed  in  Cal;^ornia  and  are  utilized  in  the  ^ 
*    expanded  role  for  which  they  trained  and  the  remainer  are  either  not  employed/ 
utilized  in  an  expanded  role  and/or  their  status  is  unknown. ^ 

The  table  below  shows  the' projected  number  of  physician  aasistant^  and 
nurse  practitioners  to  1980  to  be  trained  in  the  United  States.    The  nurae 
practitioners  and  Medex-P.A.  "^are  virtually  100%  engaged  in  primary  care 
practice  training,  while  approximately  only  one-rhalf  of  the  physician  assist- 
ants  are  in  primary  care  specialties.  .  - 

Table  V-33a.    PROJECTED  itolBER  OF  PHYSICIAN  ASSISTANTS  AND  ' 


Physician 
Assistants 

Medex-(f^ 
pa's 

Nurse  * 
Practitioners  ^ 

Total 

1974 

2 ,000 

500 

3,800  - 

"6,500 

19 76 (est.)* 

4,400 

900 

5,800 

11,100 

1980 (est.)* 

8, '4  00  ■ 

1,700 

9,800 

19,900 

*  Based  on  stable,  federal  program  suppor't.  . 

Numerous  studies  have  demonstrated  popularity  of  nurse  practitioners  and 
physician  assistants,  linked  usually  to  accessability  and  acceptability  factors. 

■  ■  "  .'.  ill 
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Other  ^ux^  Specialists  * 

As  mentioned  above,  specialists  deriving  from  a  specialized  health  service 
are  easier  to  plan  for.    Such  nurse  specialists  ka  the  CCU  nurse,  IGU  nurse, 
ER  nurse  ha\^e  specialized  functions  within  their  service  unit  and  depend  on 
tfti^  existence  or  not  of  that  unit.    Most  of  these  ijurses*  are  trained" ;ln 
special  continuing  education  training  prdgrams,  usually  without  academic  credit 
for  an  advanced  degree.  -  ^ 

(  •      Nuifse- specialists  In  ambulatory  car^  settings  Include  the  nurse  j)racti- 
tloner  and  the  public  health' nurse,  who  may  function, as  much  as  a  health 
educator  In  a  public  health  or  school  setting  as  she  does^a  deliverer,  of 
health  care  service^.     The 'demand  for  this  Jtjnd  lof  nurse  specialist  Is  not. 
clear,  however,  one  can  speculate  that  the  demand  may  Increase.  Congressional 
Interest  In  preventative  medicine  Including  a  delivery i system  which- emphasizes 
.prevention  (the  Prepaid  Health  Plaa  and  Health  Maintenance  Organization  concept 
coupled  with  increasing  utilization    of  eunbulatory  health,  care  settings  by  the 


public  (such  as  emergency  rcfoms ) ,  maiy  well .  indicate  a  growing  need  for  nurse 
specialists,  \i}ho  may  also  function  as^  health  educators. 
New  Trends  » 

•Donna  Ver  Steeg  writes  that,  "The  history  of  the  development  of  the 
various  health  professions  and  of  the  health  care  industry' undergirding  them 
is  the  story  of  the  varying  responses  over  time  by  society  to  two  key  issues: 

1)  who  decides  that  health  care  is  needed;  and    2)  who  pays\for  the  care 
provided.  /       .  , 

,lt  ±3  widely  redognized  that  the  current  system  of  delivery  is  ineffi-- 
cient  and  in  many  ways  ineffective,  despite  the  technological  innovations 
and  advances  which  have  marked  the  delivery  of  health'  care  services  in  the 

past  decade.     Ver  Steeg  and  others  all  write  .that^the  system  must  and,  will 

° '  ■  ■  ■       *  ■ '  ' 
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-    ■  ■  ,      ■       .     ■■   J-  . 

8ppn  h^e  to  change  to  respond  to  not  only  the  new  technologies  of  health  care, 
(such  as  new  llf^  support  ays  tenia  and  perinatal  techniques)  but  to  new  per- 
^ceptlons  of  health  care  as  well,  (such  as  health  supervision  asmrtupport 

J    '  ■  ■      ■  ■■ 

^  sexrvlces  available  In  the  home,  and  more  positive  means  to  approach  death). 

r   ■  *  .  '.         .  .  .    '  ' 

'  *  *  «  « 

The  traditional  authority  to  HaAe 'health, problems  (i.e.  to  dlagnpse), 
which  has  long  been  considered  by  the  physician  to  be.sacted  and  reserved 


to  that  profession  alone.  Is  ^elng  opposed  by  system  analysts  and  other  who  ^^'v 
have  dissected  down  the  visible  cllnl'cal  akllls  and  delegated  them  to  less 
expensive  personnel,  Velr  Steeg  writes,  "The  tradl'Bton  that  physicians,  as 
the  most  highly-educated  groups,  are  the  most  hlglhly  paid  is  also' being 
challenged  by  tJiiQ^e  who  delegate  physicians  routine  tasks  to  lower  paid 
personnel  without . taking  into  account  the  time  of  the  more  highly-trained 
professional  responsible  for  worklnd  with  and  overseeing  the  quality  of  th\^ 
services  provided.     Similarly,  the  function  of  the  fee  for  service  as  a  i. 
regulator  of  demand  is  being  studied  closely  as  new  fee  systems  for  health 
care  services  are  being  considered.  *  In  all  of  these  changes,  nurse  inevita- 
bility have  an  intricate  role.,^  * 
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:5.     CLINICAL  TRAINING 

^  Historipally ,  when^most  nurises  were  trained  In  haspital-based  Diploma 

profgrams,  clinical  traixSng  was  carried  on  concurrentTLy  in  the  hospital- 

school  setting.  «  With  the  advent  of  the  academically-based  nurse  > 

training  programs^ and  the- demise  of  the  hospi tal -based ^Diploma  schools, 

clinical  training  sites,  times  and  supervision  has  becoke  a  matter  of 

negotiation  be GUeen  nursing  faculty  and  clinical  facility. 

•  •  \ 

The  negotiation  for  clinical  training  of  health  personnel  has  he- 

"  ■■■    '  -  ,   1  •  \.  .  *    ,  : 

come  a  great,"* and  largely  unstudied  problem  in  California  where  there 

'  •  '  :  ■  ^'     .     .   .  .   ^  >  ■ 

f,'    are  numerous  training  programs  and  limited  numbet  of  clinical  facilities. 

At  a. conference  on  the  "Cooperative  Use. of  Clinical  Facilities  for 

,  J  ■■ 

Nursing  Students,"    sponsored  by  the  .Chancellor's  Office  of  the, 
•■  ,    I-  . 

California  Community  Colleges,  in  Sacramento  on  October  16,  1974;  a  number 

■  '  '  ^  '     I         '  ■  '  ■      *  ,        '  '  ' 

"of  these  problems  were  highlighted.     The^followlng  is  a  "^mpiled  list  of  , 

some  of  the  problems" cited  by  the  panel    ar>d  the  audience  of  nursing 

;    ■  • 

educators^  directors  of  nursing,  and  hospital  administrators:  , 

•  '<>  ^ 
1)  '  Scheduling  Problems: 

*  a)     There  is  competition  for  the  prime  time  (mid-morning  and 

mid-afternoon)  when  health  care  activity  is  at  its  peak  of  a 

certain,  few  large' acute  care  facilities.     Xhere  simply  is  not 

enough  time,  sujiervisory  personnel  nor  a  large  enough  patient 

*The  panel  in^lud^:     Ray  jfcs^linger ,  Executtive  Director,  Marin  County 
General  Hospital;  Ellen  PolfUe  R.N. ,  Director  of  Nursing,  Woodland  Memorial 
Hospital;  Ganelle  Griffin    R.N. ,  Director  of  Nursing  Education,  City 
College  of  San  Francisco;  Michael  Buggy  R.N. ,  Executive  Secretary,  Board 
of  Nursing  Education  and  Nurse  Registration;  and  Lloyd  Livingston,  Dean 
of  Occupational  Education,  Shasta  College. 
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ratio  to  fit  all' students  In.    Often,  other  secondary  time 
shifts  iii  acute  care  hospitals  are  not  utilized  at  all;  the 
hospital  can  be  empty  of  students  during  some  periods ^ of.  the 
^ay  and  crowded  with  students  during  other  periods.  Meanwhile", 

  t 

'  c 

b)'   Clinical  exposure  does  ijot  immediately  follow  academrc/ 


other*  facilities,  such  as  convalescent  fjicilities,  who  would  , 
like^ nursing  student  and  faculty  participation,  are  not  utilized 
^    as  training  sites. 


didactic  instruction  at  times.  ^  ^ 


2)    Supfervision  Problems: 

a.  The  cost  of  hospital  personnel  time  -taken  with  educational, 
r'^her  than  patient  care  3ctivities,  is  a  hidden  expense  and 


problfm  i^or  hp^st  hospitals^to  justify. 

b)  ^  There  is  rarely  ond  jingle  hospitalvspokesman  iti  charge 

of  and^  respopalBle*  for  the  student  training  programs  to  whom  ^ 

,  .  '  4  ■■■  ■ 

ni:^sing  edycatlon  students  could  go  when  there,  are  problems. 

c)  There  is  a  lack  of  regularly  plannejd  aiid  scheduled  supervisory 
3±tB  visits  by  nursing  faculty.  »  ^ 

d)  Accoi^tability  §f  students,  faculty  and  host  hoppital  person- 
nel^ during  the  educational  activities  is  not  clear. 

3)    Management  Problems:  V 

a)  Too  much  administrative  time  is  taken  with  meetings  regarding 
educational  ilctivities.   '  '  .  \ 

b)  tfliere  is  a  lack  of  provider  input  into  the  planning  of  edu-  . 
cdtional  activities  in  the  clinical  facility .  , 

c)  .  New'and/or  expanded  health  manpower  training  programs,  fail  , 
to  plan  or.  consider  clinical  training  aspects;  clinical  training 
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.    seems  to  have  a  low  priority  in  the  planning  of  future  programs, 
d)  ,  Assessments*  and  evaul*ations  of  the  clinical  training  program 
often  is  not  donp  regularly  nor  includes  administrative  / 
^  '  personnel.  i.  • 

4.  Curriculum  Problems ; 

-  ■  •  •  ■■   .•        •.  V  •  . .,  ' 

a.  The  level  of  the  students'  learning  processes  is  riot  speci- 
fled  in  terms 'of  what  kind  pf  exposures  really  teach  students 
to  do,  and  not  just  teach  them  to  observe  someone  else  doing. 

b.  Exposure  to  clinical  aspects  of  nursing  relative  to  didactic 

elements  may  be.  too  late  in  terms  of  career  education  (in  other  * 

.  / 

/         *  • 

words,  some  students  find  that  when  they  actually  get  into  the 
clinical  setting,  they  do  not  want  to  make  a  career  of  nursing 
^   after  all.)       *  I  '  ► 

^^^^CJLinical  training  curriculum,  in  some  cases,  seems  oriented 
mote  towaJ'lis  trailing  the  student  to  pass  the  licensure  exami-' 
nation,  than  making  the  student  actually  ready  to  practice  ' 
nursing/ 

5 .  Attitudinal  Problems: 

a)  Conflict  between  taking  time  to  meet  a  student's  educational 
needs  or  a  patient's  health  care  needs  is  disturbing  to  some 

3 

hospital  personnel.  *  ^    ,  \v 

b)  Nursing/patient  roie  ^s  not  emphasized  due  to  scheduling^ 
during  prime  time  which  highlights  the  medical  practitioner/ 
patient  role  instead.  , 

c)  Popularity  of  nursJLngLsnd  the  image  of  its  secure  employment 
seems  to  attract  many  undRdicated  students  who  don't  like  the 
realistic  hospital  setting  and  real  nursing  conditions. 
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;  This  inform^  listing  of  problemsj^ brought  out  at  the  previously  mentioned 
cbnferen^e  two  years  ago,  points  out  some  of  the  conflicts  between  the 
nursing  educators*  add  the  hospital  personnel  on  whom  they  depend  regarding 
clinical  placement  of  students.     It  is  interesting  to  note  what  one 
hospital  administrator,  ^.  Ray  Bollinger,  E^^utlve  Director  o^  the  ^ 
M5arln  County  General  Hospital  pointed  out  as  the  five  positive  aspects 
of  nurse  education  programs  in  hospitals: 

1)  Increasing  awareness  of  hospital  staff  regarding  currency  of 
'     skills  and  new  nursing  practice  knowledge, 

2)  Increasing  supply  of  trained  'personnel ,  both  for  "one  ^s  own  fa- 
cility in  the  f  uture,  and  others  in  the  area,  thereby  reducing 
the  costs  of  "orientation"  of  new  nursinjj^ employees, 

^  3)     Ability  to  provide  a  higher  i^vel- of  care  (in  terms  of  number 
of  servjce  personnel)  to  patients  for  no  or  small  costs, 
4)    Increasing  lines  of  cpmmunication  between  employers  and 
trainers  of  health  manpower  (although  he  ajdmits  that  this 
must  a^so  be  tightened  up.) 
.5)     Setting  up  and  getting  input  from  an  active  and  relevant 
,  .advisory  board  in  the  form  of  the  nursing  education  conmittee 

o^  the  hospital. 

4.ittle  was  said  at  this  conference  and  there  is  little  data  on 
the  Standardization  of  criteria  for  the  selection  .of  training  facilities. 
There  was  much  discussion  regarding  the  use^,  in  dome  progr^s  of  con-  ^ 
tracts  between  the  educational  and  clinical  facility  which  specified  v 
details  of  bhe  training  programs  such  as  the  role  of  facility  and  ' 
educational^ supervisor's,  their  respective^responsibilities  towards  the 
students,  the>goals  and  objectives  of  the  program,  the  number  of  students, 
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.the  control  mechanisms,  thie  counseling  processes'^  4the  student  admission  ' 
processes  and  the  curriculum  content.    T^ere  was  consensus  that 'particularly 
nursing  educators  would  benefit  from  learning  more  about  the  mechanisms 

^  '*  "      •         ■  .    '  '    ■  * 

of  executing  contracts  of  this  kind\ 

The  , need  for  data  and  some  regional  studies  which  could  aid  in  ^ 
the  coordination,  off^clinical  placement  between  f afcilities  and  educational 
'  prpgrams  was  discussed  at  length,  ;  A  Clinical  >Pl^tement, Guide >  developed 

k  '  ■  ■  'a  -       ...  . 

byrthe  Health  Services*  Education  Council  of  .San  Jose  was  presented  as  ' 

a  project  which  addressed  the  need  to  coc/rdinate  clinical  placement  wiChin     f  ^' 

a  certain  geographic  bbundary.  -The  Guide      ^  uses  a  standardized  request 

-  •  .  ^'  '  * 

format  which  is  sent  to  each  facility  an;d  nursing  program  in  late  winter. 

All  requests  for  facility  placement  are  to  be  made  within  a  certain  time. 

■         ■  .  '  • 

and  a  two-week  period  is  designated  for  the  facilities  to  notify  the 
schools  of  the  final  acceptable  schedule.    Within  this  period,  resolution 
of  conflicting  requests  can  be  made.    The  Placement  Guide  is  then  published 
and  distributed  with  the  final  schedules  showing-:  unit  and/or  experience 
desiredi  dates  of  placement,  days  and  weeks,  hours,  number  and  level  of 

students  participating,  instructor's  name;  and  any  special  arrangements 

*  *  4'  '        •     -  *  ■ 

that  have  been  made.  ^ 

The  Board  of  Nursing  is  cognizant  of  the  problem  of  plinical  place- 
ment of  nursing  students  and  cite  the  lack  of  adequate  clinical  - 

/  -.  . 

facilities  to  accomodate  exp^ding  nursing  education  programs  as  one  of  - 
the  reasons  there«  should  be  a  moratorium  imposed  6n  such  programs  fox  the 
near  **f uture.  ^  ^   -  -  . 

In  addressing  the  problem  further,  Charles  Pillsbury. writes:  -  * 

"Presently,  clinical  nursing  training  takes  place  in  a  daytime  hospital 
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^^etting.    Innovation  in  the  iise.  of  other  nurse  settings  such  as' community 
health  centers  could  produce  nurses  who  will  be  ready  to  assist  in 
•delivering  the  88%  of  all  health  care  services  that  are  needed  In  the 
community,  and  not  in  the  hospitals  that  all  nurses  are  presently  trained 
to  work  in."^  .  ,  % 

Donna  Ver  Steeg  writes  that  "the  State  College  and  University  eys'tem' 
has  done  an,  initial  survey  of  clinical  facilitUes  the  preparation 

\     ■ «  ■  V  ■ ' 

of  health  prx)f essionals i  including  nurses.    The  Gommunity  College  system 

plans  a  similar  survey.     These  s^iould  be  available  shortly  and  will,  * 

hopefully,  provide  the  basis  for  rational  decision-making  on, the  appro- 
Mi^  .  •'^ 
priate  use  of  these  facilities".  ^ 


i 
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,  ^  6.  RECOMMENDATIONS.  .  . 

The  following  recommendatloos  regarding  nursing  education  in,  California  ' 
^re  presepted  here  for  consideration  by  the  California  lAegislature.  These 
recommendations  "are  xriade  as  a  result  of  compiling  the  various  resources  used 
as  information  in  this  report.  '  All\address  problems  discussed  in  this  report' 
and  listed  in  the  Introduction..        .  '     ^  ^  \  ^  .-r  r 

/  .   •    ■    '    0.     .  ■ ^\     '  .    ;  ^ 

It  is  respectfully  recommended  that  the  California  Postsecondary  EdiicaT 
tidn  Commission  sponsor  the  following  activities  in  order  to  address  prot)lemB 
detailed  in  this  *report :  ^ 
1.    Sponsor  Comprehensive  Studies  ^f ;        .  , 

,  a-    Projected,  demand  for  generalized  and  speciaj.i^ed  nursing  care 
services  including*^ the  following  factors: 

1.  impact  of  development  of  prepaid  health  pisans;  * 

2.  cost  of  such  nursing  services;  '  , 

3.  price  for  alternative  services;    '  , 

financial  resources  of  t,raining  &  employer  facilities;  — 
5.  size  of  population  &  population  growth  factors,  including 
income  per,  capita;      .  "     '  ^ 

^.6.  statistics  regarding  facility  usage  where  nurses  are  employed; 

7.  relationship  between  health  care  expenditures  and  GNP; 

8.  national  trends  &  actions  of  the  federal  government  and 
legislation  which  may  have*  significant  impact  on  nursing 

r  manpower  demaftd  in  California.^ 

b.    Costs  and  benefits  of  alternative  approaches  to  providing  continuing 
/t  ^^^^^^•^^'^  and  monitoring  continuing  education  for  health  professionals. 


2.    Support  Sytematlc  and  Gomprehenalve  Data  Collection  oft 
r         a.    Nursing  etnployment,  Job  fumover,  4nd  other  \oh  Tkvallablllty  factori^ 

b.  Percentage  of  employed  minority  nurses;,  minority  nurse  labor  partici- 
-       •     pation  statlst^ics  tfnd  minority  attrition  rates: 

\    Cf    Legality  of  various  collaborativeSl^reements  and  corporate  structures 
between  physicians  and/extended  role  nurses.  ^  ' 

3-    Develop  Policy  Statements  and  Actions  on;  ^   ^  ' 

a.    Articulation  between  various  levels  of  nursing  programs  considering' 
^  ^    credit  transfer  and  achievement  testing;  '  . 

1).,  Formalized  career  ladders  between  various  levels  of  nursing  training; 

c.  Allocation  of  nursing  program  faculty  time  in  terms  of  percentage 

of  time  for  instruction,  research  and  community  pro^s/onal  services; 

d.  Definition  of  roles  of  variously  traineji  registered  nurses; 

-  e.    Decentralizing- nursing  education  via"  extended  degree  programsiy  .  '  ' 

f .  Academic  status  of  continuing  education  courses  'for  nurses ,  Including 
training- programs  for  specialist,  nurses  such  as  CCU  nurses  and  nurse 

»  practitioners; 

g.  t  Formdl'lzed  Initiative  to  bring  practice  of  riurslng  and"  nursing  educa- 

■  J  "*  .  ^  ;> 

-    tlon  together  In  order  to  develop  the  kinds  of -curricula  needed  to 
train  nurses  for  new  and, emerging  nursing  roles. 
Encourage  Pro.lgtfts  In:  '  '  . 

a.  .  Innovative  ways  to  encourage  trained  nurses  to  reenter  the  nursing 
.   market  (such  as  part-time  work  arrangements;,  experimental .salary  and. 
working  condition  incentives,  etc.)  > 
b;    Nursing  career  education  stressing  reallkic  Jo|!  opportunities  and 
conditions,  aimed  at  age.  groups  identified  as  having  the  highest 
,  probability  to  continue  practlcte.  ,  . 
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c.  ^  Innovativ^clinical  training  coordination  and  utilization  projects; 

d.  Experimental  pilot  projecr  utilizing,  nursing  personnel  in  new  roles 

-    jflth  a  stong  evaluation  component ; 
.         /  '     /  . 

e.  Nursing  school  applicant  matching  system. 

a 

f 

•  ■       '  b  '  .  ■  •■ 

Recommended  Enrollment:  '  ' 


a.  Maintain  current  Associate  degree  and  Diploma  nursing  "programs 
entering  class  enrollment  at  5,000.  (T|i^  1975  Associate  degree 

'   program  admissions  were  4, 350  and  the  Diploma  progtam  admissions 
were  355. >  " 

b.  Increase  the  enrollment  of  the  entering  class  of  Baccalaureate 
degree  students^ by  34.4%  per  year  to  2,007  by  1980.  (In  . 1975,  * 
there  were  1,695  Baccalaureate  degree  admissions.) 

c.  Increase  gradu^^e  enrollment  by  20%  to  800  students  in  order  to 
increase  the  number  of  nurses  with  advanced  training  who  are 

capable  of/assumi^ig  educational  and  administrative  roles.  (Approxi- 

*  •    »  '■  ■  * ■* 

mately  400  professional  nurses  are  receiving  their  graduate 

training  in  *the.  two  University  of  Calfiornia  nursin'jg  Schools  aAd 

.    -   268  in  the  California  State  University  nursing  schools.) 

•*  ^ 
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VI,     DENTISTRY  .  / 

■■    *        ^  •    ,  ' 

1.     INTRODUCTION  AND  SUMMARY 

California  has  five  of  the  58  schools  of  dentistry  In  the  Unltec^  States; 
the  University  of  California  at  San  Francisco  (UCSF) ,  the  University  of  the 
Pacific  (UOP),  the  University  of  California  at  Loa  Angeles  (UCLA),  the  Univer- 
sity of  Southern  California  (USC),  and  Loma  Linda  University.    These  five 
schools  enroll  about  544  first-year  dental  students,  •<  No  other  state  in  the 
'nation  has  this  many  dental  schools  and ^^no  other  state  enrolls  as  nAiy  first-  ■ 
year  dental  students.    However,  only  32.5%  or  lf7  of  the  54.4  first-year  places 
are  in  state-supported  schools.    In  1975,  80%  of  the  first-year  places  were  oc*^ 
cupled  by  California  residents.      With  the  current^  pattern  of  enrollment,'  it 
is  likely  that  the  number  of  graduates  for  each  year  during  the  uekt  several 
years  will  be  about  500  to  510  per  year. 

In    a    19'75  analysis  of  active  non-,federal  dentist^  it  wafij  established 
that  approximately  62%  had  been  trained  in  the  state  of  California.    The  larg- 
est migration  of  dentists  was  ?rom  Illinois  and  Missouri  with  7.3%  and  4% 
respectively  of  California's  dentists  having  been  trained  in  those  two  states. 
The  average  age  of  dentists  was  quite  young  in  1975,  at  43  years  of  age.  The 
California  Dental  Association    estimated  that  the  number  of  dentists  lost  due 
to  dea^h,  retirement  or  other  factors  would  be  about  3%  per  year. 

At  the  present  time,  distribution  of  dentists  in  California  is  quite  good, 
with  only  oi>e  rural  county  lacking  at  least  cne  resident,  licensed  dentist  as 
af  1975.    There  eLre  still  some  population  groups  who  do  liot  have  access  to 
dental  care  for  a  variety  of  reasons — financial,  cultural,  and  educational 
barriers  prevent  these  groups  from  receiving^deqiiate  care.  In  1973  a  survey 
conducted  by  the  California  Rental  Assodiation  (CDA)  reported  that  only  5%  of 
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all  dentists  £el£^ 


that  they  were  too  busy  and  would  like  fewjsr  patients.  Fqrty 


iflore  patients.    The  majority  of  dentists  also  reported  that  they  could  acbept 


services.    It  is  anticipated  that  little  or  no  dental  care  will  be  included 
under  a  national  health  insurance  plan  by  1980,  and  that  the  incremental  increase 


no  undue  stress  on  the  dental  manpower  supply.  ^ 

Dentistry  is  currently  in  a  state  of  flux  concerning  the  realignment  of 
duties  for  dental  auxiliaries.    Recent  legislation  (AB  1A55)  and  new  regulations, 
which  have  yet  to  be  implemented,  have  f)rovlded  for  a  care^^ladder  concept  which 
expands  the  duties  legally  delegable  to  auxiliaries.  The  impact  of  this  recent 
legislation  has  yet  to  be  determined;  although  research  in  clinical  settings 
has  indicated  .that  a  substantial  increase  in  productivity  migfht  result  from 

utilization  of  expanded-duties  auxiliaries. 

-  ■•  ^  ■  '.  ■ 

No  "research  has  been  conducted  specifically  to  determine  the  optimal  number 
of. dentists  for  each  specialty  area  who  will  be  required  to  meet  tl^  demand  and 
need  for  dental  services  in  California.    The  CDA  study  showed  that,  on  the 
whole,  specialists  are  less  busy  th^  general  practitioners.    It  can  be 
cohcluded,  then,  that  there  are  currently  sufficient  numbers  of  specialist 


dentists  in  the  State  to  meet  the  demand  and  that  it  is  not  necessary  to  make/ 


of  prepaid  dental  care  programs  currently  occurring  in  California  will  place 


The  State  can  expect  even  more  reicent  manpower  data  to  result  ffrom  a 


396 


ERIC 


survey  to       conducted  by  the  Board  of  Dental  Examiners  in  March  of  1976  as  a 
part  of.  the  licens|[.ng  renewal  \activities  for  all  denfists  and  dental  hyglenlsts 
in  California.    The  results  of  that  survey;  In  terms  of  distribution  and  other 
significant  manpower  Information  should  be  of  great  help  to  future  planners. 
It  ^  our  understanding  that  such  a  survey  will  be  a 'part  of  each  s^sequent 
two-year  license  renewal.' 


r 
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TABLE  VI-1  , 
U.S.  SUPPLY  OF  ACTIVE  DENTISTS  AND  DENTIST /POPULATION  RATIOS 
Actual  1910;  Projected  1975-90 


■  1910 
otiber  rate 


19  75, 
number. '  rate 


number'" rate 


1985 


numl 


rate 


1990 

i 

number  rate 


Basic  methodology' 


102,200  50.2 


111,990  52.1 


126,170  55.6 


140,9.50  58.9 
—  1_ 


154,910  '61.8 


00 


Notes: 


*rate  .per  100,000  population;  based  on  U.S.  Census  Report  and  Projectionsi  resident .population: 

1970  -  203,805,000  "  ' 

■  -  '  1975  -  214,883,000  , 

'  W80  -  226,934,000  • 
1985  -  239,329,000 

'     '     .     '  1990  -  250,630,000  .  ' 

1  -  assumes  a  stable  first  year  dental  school  enrollment  remaining  at  the  projected  1978-79  level.' 
\  .      (alternative  methodologies  caused  on^minim^l  changes  in  the  projections  and  therefore  are 
>     not  shown)       '        '  ,-•         •   ,  ■ 

Figures  include  all  active  dentists  in  the  50 -States' ati| 'the  District  of  Columbia  and  Federal  dentists  abroad. 

Projections  ihclude  all  dentists  active  6n  12/31/70  .£1^  the  estimated  numlier  of  graduates- for  the  twenty-yeJr 
period  minus  the  estimated  number  of  dentists  lost  dueto^htirement  and  death. 


2.     SUPPLY  TRENDS  AND  PROJECTIONS 


Licensure  Data/   It  Is  estimatdd  that  there  are  currently  111,900  active 

dentists  In  the  United  States,  or  a  ratio  of  52.1/100,000.    This  supply  Is 

pi:ojecjtiod.to  Increase  to  126,170  In  1980  *(a  ratio  of  55.6/100,000);  140,950 

In  198^4i{a^^  of  58.9/100,000) ;  and  154,910  In  1990  (a  ratio  of  61.8/100,000), 

' .        *■  . 
assuming  a  stable  first-year  detntal  school  enrollment  remaining  at  a  projected 

^  ■      .  .        (  '•  ^  .,'■/•■ 

19/8-79  level.    The  ratio  of  active  dentists  to  population, which  had  edged 

up  between  1960  and  1970,  £s  projected  to  rise  sharply  In  the  future.  The 

ratio  Is  projected  at  62/100,000  In  1990;  this  compares  with  a  ratio  of  only 

50/100,000  In  1970.     (See  Table  VI-1) . 

Between  1965  and  1971,  dental  school  enrollment  rose  at  an  *laverage 

annual  rate  of  aljout  3.6%.    Construction  provisions  in  the  Health  Professions 

Educational  Assistance  (HPEA)  Act  have  had  a  noticeable  Impact.    In  1960,  a 

total  of  47  dental  schools  were  In  operation.    By  1975,  a  total  of  59  schools 

flV  ^ 
were  graduating  dentists.  ^ 
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TABLE  Vl-2 


I 


Alameda 

866 

Alpine 

Amador 

11 

Butte 

60 

Calaveras 

9 

Colus^ 

6 

Contra  Costa 

492 

Del  Norte 

7 

El  Dorado 

43 

Fresno 

266 

Glenn 

8 

Humboldt 

73 

Imperial 

24 

Inyo 

8 

Kern 

145 

Kings 

23 

Lake 

19 

Lassen 

9 

Los  Angeles 

4,572 

Madera 

16 

Marin 

220 

Mariposa 

-  5 

Mendocino 

42 

Merced 

51 

Modoc 

4 

Mono 

1 

Monterey 

204 

Napa 

.  71- 

Nevada 

34 

Orange  . 

1,126 

LICENSED  DENTISTS  IN  CALIFORNIA  BY  COUNTY 


12/30/75 


Placer 

68 

Plumas 

8 

Rlyersld^ 

269 

Sacramento  ^ 

464 

San  Benito 

5 

San  Bemadino 

360 

San  Dieso 

1  -OSS 

San  Fraticlflpn 

ML 

San  Joaquin 

183 

■A.  \J  J 

San  T.ti't  fl  Ohiflnn 

OX 

San  Mateo 

AS7 

91  A 

Sant  A  fll  A'TA 

ooz 

^antA  ^1*115' 

1  91 

\ShaatA 

Sierra      ^  . 

2 

Siskiyou 

23 

Solano  ' 

1^0 

Sonoma 

.  212. 

Stanislaus 

130 

Sutter 

30 

Tehama 

13 

Trinity 

9 

Tulare 

97 

Hjolumne 

24 

Ventura  ' 

255 

Yolo 

51 

Yuba 

12 

Out  of  State 

2, -621  - 

Out  of  Country, 

188 

Prefix  Count 

'S»^^331  - 

SOURCE;    Board ^of^ntal  Examiners. 
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The  California  Board  of  Dental  Exafckners  reported  17,331  licensed  ' 
dentists  as  of  December  30,  1975;  of  which  2,621^were  out  ot  state,  and  - 
188  were  out  of  county,  leaving  a  remainder  of  14,522  active  and  Inactive 
licensed  dentists  residing  In  the  State.    It  should  be  noted  that  4,572 
or  31. 5Z  of  all  licensed  dentists  are  located  In  Los  Angeles  County  and 
894  or  5.2Z  are  located  In  San  Francisco  County  whereas  Alpine  County  has 
no  licensed  dentists  In  residence.      (See  Table  VI -2)  — 
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TABLE  VI-3 


ESTIMATED  NUMBER  OF  ACTIVE  DENTISTS , 
CIVILIAN  POPULATION,  DENTIST  TO  POPULATION  RATIO 
CALIFORNIA,.1950  -  1985 


YEAR 

TOTAL 
CIVILIAN  ,  . 
POPULATION^ 

ACTIVE 
CIVILIAN.  . 
DENTISTS^ 

PERCENT  f^^CREASg 
FROM  PREVIOUS  PERIOD 

POPULATION  DENTISTS 

DENTISTS  PER 
100,000 
POPULATION 

195D 

10,586,000 

6,1,AA 

58.0 

1960 

15,717,000  , 

8,521 

48.4 

38.7  \ 

5A.2 

1965 

18,299,000 

9,028 

« 

16. A 

6.0 

A9.3 

1970 

19,953,000 

11,A66 

9.0 

27.0 

57.5 

1975 

20,931,000 

12,530 

A. 9 

10.0 

59.9 

1980 

22,38A,000 

13,625 

6.9 

8-7 

60.9 

1985 

^  2A, 088, 000 

1A,667 

7.6 

7.6  I 

60.9 

SOURCfe : 

Callfbrnla  Dental 

Association  Study. 

+  —  
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According  to  the  California  tiental  Association,  however ,  the  dentist- 
to-population  ratio  in  California  In  1975  is  only  slightly  better  than  it  vas 
in  1950;  and  it -is  predicted  to  change  little  in  the  next  decade,    in  1950, 
there  were  about  58  dentists  for  every  100,000  population ;  Vn  1975 ,  the  \r 
ratlo'is  estimated  to  be, 59.9  (See  Table  Vl-3).     The  number  of  dentists 
in  proportion  to  population,  dropped  to  its  lowest  point  in  1965  when  it 
was  estimated  to  be  49.3.    The  population  increase  that  occurred  between 
1950  and  1965' was  not  matche^d  by  a^  similar  increase  in  the  number  of  den- 
tists.    In  the  d^^ade  1965  to  1975,  however,  the  rate  of  increase  for- the 
nuniber  of  dentists  exceeded  that  of  population, "  and  it  is,  predicted  .that 
this  situation  will  continue  for  the  next  few  years,  but -at  a  rate  much 
closer  to  that  predicted  f  or -^population  increases.  -  From  19d0  to  1985,  it 
is  estimated  that  the  increase  in  the  number ^of  dentists  will  match  the 
estimated  increase  in  the  population  of  the  State. 

Estimating  the  probable  number  of  dentists  who  will  be  In  active  practice 
ten  years,  from  now  is  a  risky  undertaking  at  best.    Many  factors  influence 
the  size  of  a  health  professional  work  fo^ce  in  any  state,  and  most  of 
them  are  relatively  unpredictable  beyoi>d  the  next  year  or  two.  An'estimate 
of  the  future  ^ntal  work  force  in  California  is  solely  dependent  ujpon  the  . 
assumptions  that  one  is  willing  to  make  about  the  size  of  "the  increases 
and  the  size  of  the  decrease's  that  will  occur  from  any  given  point  irt  ti^ie, 

..forward  into  the  future.    Projections  in:  this  .report  are*basea  upon  Wree 
major  assumptions:      1)    That  the 'number  of  Identists  who  will  die  or  retire 

vor  bthcixwise  leave  the  work  force  wi^ll  be.  about'  3% 'per  year.  2)  That  » 
the  numbet  of  dentis'ts'^ach' year  yho  will- re ceiv^'A license's  to  practice 

,in  CalitiptTil^^^^^  over"  the  ^nifext  d.ecajde  ,_and  ^       ,  \ 


TABLE  VI -4 


ESTIMATED  NUMBER  OF  ACTIV?  DENTISTS 
CALIFORNIA  .  ' 

1975  -  1985  . 


YEAR 


ESTIMATED 
NUMBER  OF 
DENTISTS 
'  JULY 


1!^ 


ESTIMATED  LOSS 
FROM  DEATH  AND 
RETIREMENT 


ESTIMATED  NUMBER,  NEW  LICENSEES 

^ .  .  . 

■  PRACTICING  IN 
TOTAL  CALIFORNIA  . 


1975 

12,530 

376 

.710 

■  e 

596 
605  • 

1976 

12,750 

%  382 

720 

1977  • 

12,973 

'  389 

609  ' 

1978 

13.193 

396 

730 

613 

1979 

13,410 

AO?  ■ 

735 

617 

1980 

13,625 

409 

'     '     740  . 

621  \ 

1981 

13,837 

415 

745^ 

626 

1982 

14,048 

.421            '  '  . 

750 

,  630 

1983 

14,257 

.428 

755 

634 

1984  • 

14,463 

434  • 

760 

63^ 

1985 

14,667 

-   ■  't  - 

SOURCE: 

Calif dmia  Dental 

Ass  acsi  at  Ion "  S  t  udy . 
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3)    That  the  proportion  of  dent'lstd  who  receive  a  Calif orhia  license  and 
elect  to*  remain  In  the  state  and  practice  and  eventually  retire  will 
averiCge  84Z  ai  It  appears  to  be  for, the  ciirrent  work  force.    Given  this- 

firm  foun^Ptlon  of  quicksand,  estimating  the  future  dentist  work^fbrce  In 

■•■  ■  •  ' 

California  becomes  an  exercise  In  faith  and  arithmetic  and  the  results  are 

•  '  '  '  '  .' 

reported  In  Table    VI-A,       While  It  appears  unlikely  that  the  rate  of 
leaving  the  work  "force  because  ot  death  ^d  retirement  or  other  reasons 

V:\    ■  ;  -         ■  m 

-will  change  substantially  In  the  .nea^t^^f  uture ,  the  same  cl-rcumstance  may  . 

not  apply  to  the  number  of  dentf6t&  entering  .the  California  dentist  Hork 

'  -    •  .        ■  \  •  "~  ■  • 

force  In  future  yeara,  '  Changes  In  licensing  reciprocity  practices;  whether 
accomplished  by  agreement . atoong  states  or  by  future  federal  legislation 
CQuld  make  a  substantial  difference  In  the  number  of  new  licenses  to 
practlcevln  California  that  will  be  granted  In  future  years.     Changes  In 
licensing  procedures  or  requirements  cpuld  also  affect  the  predicted  number 

of  new  licensees.  :  *     v  '  X 

'  ■     ■  \ 

The  number  of  new  dental  licenses  Isaued  each  year  by  the  California 
Board^  of  Dental /Examiners  has  about,  doubled  since  1950  (See^Table '^1-5 ,  next 
In  comparing  the  year  1950  to  I960.,  the  number  of  licenses  ^issued  each 
year  Increased  by  48%,  vabout  the  Same,  r.ate  of  Increase  as  the  popii^latlon 
In  the  State.  (See.  Table  VI-3>     For  tha'years  I960  to  1965  ,*  the  increase  was. 
about  42%  iwhile  population  growth  during  this  period  was  about  16%.  Duri^ng 
this  period,  a    larger  proportion  of  new^  licenses  were  issue'd  to  -"'past 
graduates."     In  1966,  about  one  half  of  the  licenses  we rie  to  past  graduates. 


the  highest  pb,lnt  reached  In  recent  years .     This  proportion  has  been  \ 
relatively  stable- since  1,965  ^  varying  between  35%  and  45%  except  for  1974, 
when  only^  27%  of  the  new' licensees  were  past  graduates.  .  * 


YEAR 


*   V  4 


«.  1^  TABLE 

/ESTIMATED  NUMB  A  OP  DENTISTS' 

^  LIOEN^S  ISSUEiyBY  THE  *  *  . 
CALIFOiRNIA  BOARD  DENTAL  EXAMINERS  ' 
^l?"  ^     -I9SO  -.1975  1* 


estimated 
licenses* 
Issued 


CURRENT 
GRADUATES 


?  I'AST  GRADUATES 


NUMB£!k 


PER  CENT 


1950 

299 

■                  '\  222 

77 

25.8 

1960 

4,43-  * 

■  '261 

•  162 

36.6 

1965 

62a  , 

J4Q'  ' 

288 

45.9 

1966  , 

525  • 

«  '  .         '''322  : 

267 

50.9 

n 

»1967 

'  488 

.  .   ,  288 

;2oo 

41.0 

1968 
1969 

f 

,617  , 
674 

.  ■        350  ■ '. 
■  376  , 

267 
298 

/     .  43.3 
44.2 

1^70  , 

667 

*       ;    .    413     X,  » 

27»i 

•  ...39.9 

1971 

757 

_  461  ,  , 

'  296 

>         ■  ^^--^ 

1972  ' 
197^ 

696 
711 

■  •          *      452  •  . 

429 

c  ^ 

244  . 
.  292 

35'.  1 
.39,7 

1974  '■■  ■ 

733' 

,        •         ,  536 

197 

26.9 

„1975 

• 

'     710  ' • 

•    *                (^^)  , 

.  (a). 

(a)    ^Dac^  not  available. 

a  ■  '  <  *      /  **         •       ■  , 

"SOURCE:     California  Dd^tal  Assoadation  Study;  '. 


The  number  of.  current  graduates  Issued  a  nev^^^lcense  l>y  the  California  , 
Board  of  Dental  Examiners  has  more  than  &ubled  since  1950.  (Table  VI-5)  "Current 
graduates"  are  usually  those  th^  graduated  from  dental  school  in  the  same 
year  they  were  granted  a  license,  but  a  few  graduates  of  the  previous, 
calendar  year  are  also  included.    "Past  year"  graduates  are  all  other 
dentists  who  receive  a  license.    This  group  tends  to  be  dentists  graduated 
more^'than  two  years  ago  who  are  licensed  and  practicing  In  other  states 
or  who  are  in  the  Arm^d  forces.    A  few  in  this  group  may  also  be  graduates 
of  Califbmia  dental  schools  who  had  not  |>een  granted  a  license  in  the  year 
of  graduation  br  the  calendar  year  imnediately  following  graduation.  The 
"current  griduate"  grotip  is  primarily  graduates  of  California  dental  schools. 
Some  non*resident  gradu^pes  who  vill  later  practice  in  o^er  states  are 
included  as  well  as  some  California  residents    who  graduated  from  dental  . 
.schools  located  outside  of  the  Sta:te  and  Wish'  t;p  vrftSJim  home  to  practice.  • 


}    ■       TABLE  VI-6 

NUMBER  AND, PERCENT,  OF 
LICENSES  ISSUED  TO  CURRENT  GRADyATES 
.  CALIFORNIA  DENTAL  SCHOOLS. 


1970  - 

1975  ■ 

f 

-  • 

 7^  

CURRENT 

GRADUATES 

YEAR 

.  ESTIMATED 
LICBNSE3 
ISSUED 

 ~-  

CALIFORNIA  SCHOOLS 
NUMBER  PERCENT 

OTHEfl 
SCHOOLS 

>  - 

PAST. 
GRADUAtES 

19^70 

^        349  . 

50.8 

.> 

Z  /A  s 

1971 

757 

380 

50.2 

81 

'296 

1972 

'696 

402 

57.8 

244 

1973'.  ; 
1974 

'     735  ^* 

-  378 
496^*^ 

53.2 
67.7 

51 

40  . 

282 
197  ■ 

710 

(b) 

•  (b) 

m 

(b)  „ 

;      (b)  . 

SOURCE:    California  Dental  Association  Study 


(a)     In  calfendar  year  1974,  the  University  of  the  Pacific  Dental  School 
gradyatdd  2  (lasses  while  changing *the  36-month  curriculum  to  a 
S^^ear  period. 


(b)    Data  not*  available. 
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In  most  states  in  the  nation,  a  major  factor  influencing  the  supply^ 
o^  dentists  ia  the  number  of  new  graduajtes  of  dental  schools  located 
within  the  states.     In  California,  this  factor  is  of  relative'  lejss  signi- 
ficance since  the  State  attracts  many  dentists  who  graduated  from  schools 
located  outside  of  the  State.     Indecent  yfears,  between  50%  and  60%  of  the 
new  licen9es  issued  were  granted  to  current  graduates  of  California 
dental  schools. (See  Table  VI-6) 


409 
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TABLE  VI-7 

1975  ACTIVE  DENTISTS  IN  CALIFOFNIA  BY  STATE  OF  GRADUATION 


State  of  Graduation 


California 

pi8tTt*Cit  oif  Columbia 
Ulindij 


nl'cbi'gati , 
Minnesota' 
Missouri 
Nebraska 
New  York 
Ohio 
Oregon 
Pennsylvania 
Wisconsin 

Foreign  Countries 


X  of  Dentists 
61.8' 

» 

1.7 
7.3 
i.6 
•  1.8 
4.0 

-V.^,?-./  2.4 
1.2 

.  2/5 

2.4 

;2.6 

1.7 
1.4 


if 


Source :  .  Amei^icanv  Dental  .Association 


410 


ERIC 


.1 


Migration.    It  should  b/e  noted  that  not  all  current  ,gr44M^tei;  of  ^^G^^ 
nla  school*  will  remain  in  the  State  to  practice  dentistiy^^^ 
pie,  the  graduates  of  Calif onlia  dental  schools  took  li^ewe; i&jtMai^^^^^ 
21  other, states  and  some  participated  in  regional  examiniatibha  helcj*  In^^b 
parts  of  the  country.    About  15Z  of  the  licenses  received  by  the  19^^^ 
ates  of  California  schools  were  granted  by  the  exand^li^  vb 

other  than  California.    It  can  be  speculated  that  t^qiBt-tif  the  graduates 
of  schools  located  outside  of  Qalifornia  have  some;intehit;  tV  pract;lce  in  the 
State. -Immediately  or  at  some  time  in  the  future.   .Mdhy  df  t  are  .  ; 

probably  California  residents  who  received .  t^heir^ente^  * 

«tate.      .  '  ,  '         ':^^^V-;^•;^iv■^^  ■• 

"  ^      •  ' «      '        '^'v  :^:?i::y-.^\:-:   .  - 

Most  of  the  "past  graduates"  are  graduates  pfdeh 
side  of  the  State  an4  are  probably  practicing  ih  atiotheV  st^^       In  1972, 
23,  al  trie  2^^^  grai^iiatfe^^^^  dental 

schools,  and  the  balance  were  j^radU^tea  of  schools  in  other -0  More 
recent  data  about  this  grxJvip.  are  not  ava^^leV'      ;  / 


California  dental  schools' are  rtot  graduat'fe^  maintain 
\he  current  dentlst-to-pdpulation  ratio.    A  key  d^teinodija^^  dentist 
supply  for  the  State,  has- been,  and  will  probaV;iy  (?on;tl^^  the  number 

of  licenses  issued  each  year  to  both  thfe  currentrarid^^  p^  of  dental 

schools  located  out  o^*  the  State.  *  "  * 

The  major  supply  states  of  dental ''^radt^tes  to  Ca^^^^^  are  Illinois, 

Missouri,  Pennsylvania,  Ohio,  Oregon ^  and  JliebrM^  of  36.8%  of  all 

California  dentists  migrated  from  other  artates  wlt^^  from  other  countries. 
(See  Table  VI  -  7)  ? 
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TABLE  VI-8 

D.D.S.  DEGREES  CONFERRED  BY  CALIFORNIA  DENTAL  SCHOOLS 
1966-75  AND  PROJECTED  FOR  1976  and  1977 


> 

SCHOOL 

Projected 

65 
66 

66 
67 

67 
68 

68 
69 

69 

70. 

70 
71 

71 
72 

72 
73 

'^73 

74 
75 

75 
76 

76 
77 

UCSF 

72 

70 

68  • 

m 

V  ■ 

- 

72" 

68 

77 

73' 

87 

87 

UCLA 

27 

26 

74 

92 

91 

90  • 

93 

99 

100 

toi- 

use 

94 

82 

101 

107 

118 

113 

121 

130 

1^4 

122 

138 

132 

»  UOP 

40 

46 

58 

■  ■■ 

61 

79 

93 

97 

191* 

119 

129 

135 

j^iOMA:  LINDA  h-f/ 

'41 

57 

"55.^, 

.59 

'■:'59:': 

64 

56 

64 

69 

12b*^- 

•  73*' 

73.. 

.  TOTAL 

■j'.'i  •   '■ —  ■ 

247 

255 

309 

.318 

385 

^2 

433 

 \- 

449 

554 

533 

527 

a 

528 

additional  class  graduated  due  to  ap  acceleration  of  time  usage 
additional  15  students  are  anticipated  t^l^^^aduate  in  1976  at  Loma  Linda. 

'#-^<llt^?ed  from' data  submitted  to  the  California  Study  Office  by  Individual 
;.;^;s^iri^:Schools,  Fall  and  Spring  1976,  ■  .'  •  '  • 


■-    * . •A... 
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.      Enrollment  Data.    According  to  the  Annual  lU^port  on  Dental  Education 
published  by  the  Anerlcan  Dental  Association  (XM|  In  1972,  the  future 
supply ivof  dentists  "largely  reflects  thiigroirth  of^enrollioents*  In  dental  schobis 
Prom  1953  through  1964 »  the  average  annual  rate  of  Increkse  was  only  1»2X. 

/  Prom  1965  to  1971,  however,  dental  schools  experlienced  an  Increased  growth  ; 

'  ., '  ^ 

-.rate,  an  annual  average  of  3.6X,    This  Increase  was  no  doubt  due  to  the 

■       ■  ■       '  .     ■  r.-;  .  .  ■ 

Impact  of  new  federal  support  during  tl\ls  period.    The  ^otal  number  of  students 

enrolled  Increased  27X  In  a  decade. 

The  pattern ^of  degrees  conferred  by  the  f lye  California  dental  schools 

(UCSP,  UCLA,  use,  DO? ,  and  Lome  Linda)  durli*^ the  last  ten  years  can  be  seen 

In  Table  Vl-8  ..    This  table  shows  an  Increase  of  115. 8Z  In  the  number  of 

graduates  at  the  flve^  California  schools ^tweep^  1966  and  1975. 
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^      Projected  Supply  and  In-Mlgratlon  of  Dentists^    A  detailed  description 
of  thie  methodology  for  projecting  the  future  supply  of  detlfists  in  California 
is  described  in  Appendix  D»  together  with  a  base  case  projection  in  which 
observed  past  patterns  and  trends  ate  assumed  to  continue  into  future 
years.     In  this  projection  methodology,  estimates  are  made' of  e3q)ected 
losses  or  attrition  in. the  existing  (1975)  supply  of  dentiats  as  are  ex- 
pected gains  or  additions  from  new  California  graduates  and  new  in-migrat ions 
A  summary  of  base  case  projection  is  shown  in  fable  VI-9,  below. 

'  ^       TABLE  VI-9  (2)^ 

BASE  CASE  PROJECTION 'OF  CALIFORNIA  DENTISTS  . ' ;  >V 


1975  1.980  1985  1996 


7,747 

8,852 

/  9,992 

11,078 

4,610 

5,379 

6,225 

7,055 

'  X72 

201 

233 

264 

59 

63 

67 

70 

Total  Licensed    **  14,522  ^^,729  19,067         21,324  v 

Total  Active  '  •■''l2,529  14,433  16,451  18,398 

California  Graduates 
+  1975  Supply 

U.S.  Graduates 

,  .J 

•* 

Foreign  Graduates 
Dentists  per  100,000 


A.     Educational  Output  '  ' \  ' 

■  .      .  .  *^  • 

In  this  ba^e  case  projection,  it  was  assumed,  that  the  future  rate  of 

growth  in  California  dentist  education  programs  would  be  equal  to  the  rate 

of  growth  for  the  United  States,  as  estimated  in  reference   1  .     The'  annual 

rate  of  growth  is  as  lollows:     .014  for  the  1976-80  period,   .000  for 

the  1981-85  period,  and  .000  for  the  1986-90  period.     These  rates  of  growth 

were  chosen  to  provide  a  basis  of  comparison  with  the  results  for' the  United 

S^tes^,  as  showJfe^in  Table'  VI-l6,  next  page. 


TABLE  Vl-iq 

OQMPARISON  OF  UNITED  STATES  XND  CALIFORNIA  PAST  AND  BASE  CAsk 
PROJECTED  FUTURE  SUPPLY  OF  ACTIVE  DENTISTS  (2) 

United' Statea*  '  Caqifornla 


Active  Dentists             Active  DentistI  i/l^ 

'  .    Dentists.  per  100.000-       Dentists  per  lOOjOOdj^i 

*■  ■    ■  i.  ■  vr'V;' 

1960  90,100  49  '     —  1^^    "*  « 

1970          '  102,200   -     .  50  v                 —  '  -  * 

,1975        .  112,000  ■    52;  ■  12,529  .   '  59 

'1:^80-  a?6,20O  *        56,.      •      14,433      '  ^3 

^985  •     141,000   '      .  \     59                  1^,4.51'  ^    ♦  67  ,  . 

1990  159,900^  "      62          ■         18,398  .70  . 


*Soutce :    The  Supply  of  Health  Manpower.  1970  Irofiles  mad  Projections  to  1980 
Department  of  Health,  Education,  and  Welfare. 

.  These  results,  show  that  the  basic  methodology  and  base  case  projection 

described  in  Appendix  D  are  confilistent  with  the  iiiethq*)logy  *and  assumptions 

used  in  the  national  'projection*     Th/' trend  in  the  number  of  dentists  in  \ 

Califronia  per  lOO'iOOO  matches  that  projected  for  the  U.S.  v^ry  closely.  * 

The  actual  rate  of  growth  in  future  educational  output  of  "trained 

.  denMsts  in  the  state  of  California  is,  tn  fact,  likely  to  depart  from  the 

national  average  and  will  be  determined  in  part  by  state  pelicy.  However, 

as  stated  above,  the  methodology  employed  for  projecting  future  supply  '    "  / 

can  be  used  to  examine  the  impacts   cf  alternative  assumptions.    A  coipplete  -if 

description  of  the  sensitivity  analyses  performed  on  the  Impacts  of 

Various  assximptions  Is  containe$i  in  Appendix  D.    A  summary  of  the  results  * 

of  the  Impacts  of  chang"^s  in  educational,  output,  considered  in  this  appendix 

is  shpitm  in  Table  VI-11,  next  page.  .  /  ^ 
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'  TABLE  Vi-11 

SENSITIVITY  OP  FUTURE  DENTIST  SUPPLY  TO  FUTURE  CALIFORNIA  EDUCATIONAL  OUTPUT  (2)  ' 


'  Change  In 
Growth  Rate 


1985  Califottila 
Graduates 


"^tctlve  Dentists; 
^  J  per  100.000 


^ase  Case 
Alteniative  1 
Altetnatlve  2 
Alternative  3 . 


Number 

Number 

Change 

9^992' 

67 

+2.5Z 

10,271 

2.8 

68  - 

'  1.5% 

•  +5.0% 

10,593  • 

6.0 

,69  '  • 
73 

3.0Z 

-<'_10.0Z 

U,371 

13.  a  • 

p 

9.0% 

These  resiilts^how,  as  ^ould  be  expected,  that  the  future  California 
supply  of  dentists  is  quite  sensitive  to  the  rate  of  growth  in  educational 
output.     Each  percentage  of ^increase  in  the  growth  rate  relative  to  the 
base  case  rati^  produced  about  a  1.3%  increase*  in  the  number  of  dentists  per 
100,000. 

-Table  VI-ll  alscT^iliilst rates  the  signifitiant  implications  for  educational 
output  requirements  of  changes  in  the  target  ratio  of  dentists  per  100,000, 
The  1»5Z  increase  ii>  the  ratio  implies  almost  -a  2.8Z  increase  in  the  level  of 
graduate  output.     Thus /  each  percentage  change  in  the  1985  ratio  corresponds 
to  aboat  a  1.9%  change  in  output, 
b,  Mig^atiop.<— 
From  past  trends  it  was  assymed  in  the  base  case  projection  that  the  . 
in-migra£ion  i;^te  of  dentists  trained  outside  the  State  would  be  equal  to 
.5,9%  of -'the  fro  tal  number  trained  in  the  United  States  each  year  and  that 
the  retention  rate  far  California  graduates  was  \58.     As  with  the 'assumption 
on  the  rate  of  growth  of  graduate  output,  the  methodology  can  also  be 
used  to  examine  the. impacts  of  changes  in  migration  patterns. 

Consider,  first,  the  in-migratiori  rate.    -Table  Vl-12    shows  the  im- 


pacts       changes  in  the  rate  of  IrTflow, 


■TABLE  n-i2!  - 

8E»SlTtnTT.  OF  ^litURE  CA)LliPttMilA  DENTIST  SUPPLY- TO  FUTURE  MIGRATION  (2) 


Base  Case 

Alternative  I 

Alternative  2 

Altiematlve  3 


In-Mlgratlon 


Rlite 

.0594 

,0535 

.0446 

.0297 


Chant^e 

-lOX 
-25J: 
-5dZ 


1985  Active 
V  De/tlsts  ' 
ef 100.000 


Numbfer 
67  ' 
66 
65 
63 


Change 

-1.5Z 
,  -3.1Z 
-6.3Z 


These  results  Indicate  th^t  future  suppl^^s  relatively  Insensitive  to 
changes  In  the  assumed  rate  of  in-mlgratlon  for  the  ranges  considered. 

Table  VI-X3  shc^ws  the  impact  of  changes  in  the  retention  rate  of 
California  graduated  on  futiive  supply.    As  can '  1^  s^en  from.  Table  '  , 
the;l98i  active  dentiat6  per  100,000  tatio"  is  also  insensitive  to  the 
assumed, rate  of  retention  (of,  conversely,  the  rate  of  out -migration)  for 
the  rangfe  of  changes' considered.  ' 

TABLE  VI-13  V 

SENSITIVITY  OF  FUTURE  CALIFORNIA  DENTIST  SUPPLY  TO  THE  RETENTION- OF 

CALIFORNIA  'GRADUATES  (2)  . 


Base  Case 
Alternative  1 
[  Alternative  2 


California 
Graduate  ^ 
R6teriti6n 


Rate  Rate 

.854  . 
^  ".817 
^.769 


Change  '[ 

-5.0%  ' 
-104  OZ* 


1985  Active 
Dentists  ' 
per  100,0 


^•^iWumber 
67 


r. 


•/O.OZ 
tI.SZ 


^LE  VI  7I4  . 

NUMBE|l-OF  APPHCATIOMS ,  FIRilT  YEAR  ENROLLMENT, 
••.  AND  GRADUATES,  CALIFORNLA  DENTAL  SCHOOLS, 

,  1950      1975   ,  * 


FIRST 

0 

YEAR  ENROLLMENT 

;     ^  GRADUATES 

YEAR 

.  NUMBER 

PERCENT- INCR^E. 

'  HUMKR 

PERCENT  INCREASE 

1950 

220 

:» 

172 

1960  ' 

296' 

34.5  \ 

^  2^5  ' . 

48.2  . 

i965 

334 

12.8 

291 

14.1  r 

1970 

i*'  >  465 

'      39.2  '. 

384  , 

■   . 32.0  . 

1971 

'  465 

407 

1972 

536 

435- 

.    -  ■  ■£) 

1971 

"       /  542 

446 

"1974 

549 

•  55A,  . 

1975 

544 

/     •  17.0(^>- 

■  471 

22. 6.^*^. 
f 

SOURCE^;;  California  Dental  Association  Study.  '  ^ 

;  _  ta)  1^75  data  compared  with  1970  ^ 


■  .       .  •     •  ■.     ®  '  ■ 

Educational  -Opportunity  .  *       ■  '     ' \ 

The  number  of  first  year  enrollments  In  Calif omia  dental  schools  has 

remained  relatively  unchanged  In  the  last  four  years,  and  It*  Is  anticipated  * 

that  It  will  change  little  In  the  next  feWfyears^  an  1975,  544  first  ye^  . 

Students  were  enrolled  In  California  dental  schools  and  there  were  471  ^ 

graduates  that  year.   (Se^  Table  VI-14).    With  'the  current  pattern  of 

enrollment.  It  Is  likely  that  the  number  of  graduates  each  year  ^d^jrlng  "the 

next  several  years- will  be  about  500  to  510.    Whe  Incre&e  In  first  year 

enrollment  did  not  keep  pace' with  population  growth  during  thS  period 

1950  and  1965.    However,  there  was  siAstantlal  growth  In  fli/st  year  places 

between  f965  and  1970,  and  another  Increase  between  19^1^and  1972.  In 

1975,  California  dental  schools  provided  9.4Z  of  the  first  year  places  for 

dental  students  In  the  nation.    -Callfomli's  population  In  1975  was  estimated 

to  be  9.7t  of  the  total  U.S.  population. 
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4        ,  ■ 


•  J!  .. 
i"  ^ 


•I  .! 


■»  * 


SCHOOLS 


T 


.  UlllVEI&irOF  THE  PACIFIC 

IsJ  ■  ■                           ■  ,  ■  ■, 

°  ;  IIVERSII  ofccALIFORNIA 

^  SAN^ 


UNIVERSin  OF  CALIFORNIA 
LOStaES^j,. 

uNiwin  OF  south: 

CALIFORNIA 


LOMA.LINBA 


•  '■  f  ,  .  TABLE  VI-15- 1        ■  " 
'  FI^  M  BnJ^LLMBIT  IN 
^.        CALiWA  DENTAL  ^SCHOOLS,  * 
BY  RESIDENT  SfA|j^"OF  STUDENT,  AND'SCHOOL 

•  '   '  ^  ■  ■'■  ' 

^      '~      and  1975  i 
y    :  ■  I' 


■         1970     ?      ,  ; 

'         '  CAVFORNIA  ' ,,NON 

iw  jjsidenis'esidents 


t'  I 


■  loq. 


*39i  .  * : ,  7^ , 

.  19 


1  L 


77 


*  3 


97 


120 


J,  ■  ■  A  '  * 


*     9  ' 


^J3.  .    .  35 


TOTAL 

(t 


5U 
^38 


106 


There  are  five  dental  schools  Ipcated  in  California;  University  of' 
California  at  San  Frftticisco  and  University  of  California  at  Los  Angeles  are 
publicly  owned  and  state  tax  sxjpported;  the  d?her  three -are  private  schools. 
No  other  state  in  the  nation,  has  this  many  dental  schools  ,  and  no  ot^er  . 
state  ^^rolls  as  many  first  year  dental  students.     However,  only  177  of 
the  544  first  year  places  are  in  statfe  tax  supported  schools.   (See  Table  VI-15) 

'  In'1970,  15%  of  the  first  year  places  were  usfed  by  "residetlts  of  other  states* 
and  countries;  by  19  75',  the  proportion  of  first  year  places  occupied  by 
non-residents,  had  risen  to, 20%.     Even  though  the  first  year  capacity  of 
the  denial  schools  had  increased  by  79  places  betweeh^l9 70,  and  1975,  o^ly 
46  more  California  residents  were  enrolled  in  .1975.  • California' s  private 
dental  schools  increased  their  first  year  enrollment  ^rom  225  in  197X),  to 
288  in  1975  or  by  63  first  year  places.     About  one  half  of  this  increased- 
capacity  was  used  in  1975  to  enroll  out-of-state  ^tudents.     In  1975, 
California's  private  schools  enrolled  41  first  year  stu^fents  from  states 
without  a  dental  school,  29  students  from  states  with  a  dental  schools,  . 
and  23  students  from  foreign  countries.     In  1974,  California' s  fi^  der^tal 

^schools  processed  10,433  applications  for  the  first  year  places;  in  1969, 
the  number  was  5,584  or  an  87%  increase  in  a  fivd-year  period.  In'l975, 
about  60%  of  ^the  applications  filed  with  California's  dental  schools  \ 
were  from  California  residents ;  the  ifalance  were  from  residents  of  other 

states.  .:        [  I 

The  data  in  Table  Vt-15  suggests,  that  the  State's  continuing  relianci 

"  ■     •  ' '  ^     \  V 

on  private  schools,  for  t^e  education  of  (klifomla  resitefits  who  want  to 
become  den.tists  subjects,  the  regi^^nts  to  heavy  out-of-^al^e  competition, 
for  scarce  first  year  places.    The  recent  increases  in  first  year  places 


TABLE  Vl-16 

NUMBER  OF  CiJkLIf'ORNIA  RESIDENTS ' 
APPLYING  FOR  AND  ENROLLING  IN  DENTAL  SCHOOLS 
1969  and  1974 


CALIFORNIA  RESIDENTS 

.1969 

1974 

APPLICANTS 

1,173 

^  1»977 

APPLICATIONS         "  *' 

7,211  . 

16,259 

.APPLICATIONS  PER  APPLICANT 

6.2 

1  »■ 

8.2 

— ''~r^  '  :  : — 

FIRST  YEAR  ENROLLMENT  TOTAL 

** 

505  * 

'  565 

IN-STATE  PUBLIC  SCHOOL 
IN- STATE  PRIVATE  SCHOOL 

161 
•  240 

180 
234 

OUT-OF-STATE  S^OOL- 

131* 

SOURCE:     Calif ornia* Dental  Association  Study. 

*  ■ 
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in  the  five  dental  schools  have  ione  little  to  assist  jthe  many  qualified 
resident  applicants  seeking/dental  careers.,  ^ 

The  number  of  California  residents  seelc|pg  a  dental  ^^ducation  has  . 
increased  substantially  in  recent  years.  In  1974,  X,977  residferits  filed 
over  16,000  applications  to  Various  dental  schdols  (See  Table  VI-i6) 

Compared  with  1969,  the  number  of  California  applic^^s  to  dental  school^ 

•  .■ ,  .  .  . '  .  ' 

has  increased  by  68%.     In  1969,  43%  of  all  California  applicants  subse- 
quently enrolled  in  a^^^ejital  school,  with  dbout  one-fifth  of '  them  - 
enrolled  in  out-of-state  schools.     In  1974,  only  29%  of  ttie  California 
applicarits  subsequently  enrolled  in  a  dental  school,  and  ?5%^^  those 

who  did  enroll  were  in  outr-of-st'fi^ie  schools.  V 

•■ — ^  .  ■■  v  .  ' 

In  1974,  about  60%  of  the  applications  filed  by  California' appliiy^ 
cants  were  to  schools  located  outside  of  the  State; on  the  ^veraige  filch 
applicant    filed      an  application  to  8  different  dental  schools'  ' 
(See  Table   VI-16  ).     Even  though  applications  by^^alifornia  residents '  • 
made  up  19.4%  of  the  total  applications  filed  by  all  persons,  to  all,  r'  ; 
U,S.  dental  schools,  and  California  applicants  ma,de  up  13^3%  of,  all'  | 
U.S.  applicants,  6alifomians  occupied  only slO%  ;of' 'the  fiiTRt:^^^^^ 
in  the.nation's  dental  schools  in  1974^  >  ^ 


.  TABLE  VI -17 

nRSr.YE4^  (ENTOMIJG^^  C^      OF  STUDENT^  IN 
CALlFOm^^  OF  DENTISTRY  BY  SEX 

;  AND,: ETHNIC  ORIGIN,  1975 


'  ■■^  ■  ■  ■  1 ' , — ^ 

'  '  '    ^  ' 

V  .      '         ETHNIC  j9RI 

GIN  ^ 

TOTAL 

iSEX  ^ 

.-  »  ^ 

Caucasiaofi,. 

<  ■. 

Chicaho 

,  Other* . 

•>  ■■M;-  .';  ■. 

UCLA 

'  "  "   •  •  •  '•/  • 

■  S 

•    *  • 

7 

.3 

106  , 

< 

 . 

83       2 : 

— — '  T^;'';" 

■  [      '"^  * ",'  ■  , ' 

'            T  ■  ■  .. . ; 
■  ■    ■,  - 

J 

78  1( 

■        2.  • 

14 

75 

/tJCfP    V  . 

L  ^■iiVv-.''-' 

:  •  -  — 

^  138 

125 

use 

— f?-,    '  ,  V.  ' 
-    ..  ^  ■      .  ^ 

102    '  l< 

Totals 

h  2B 

523 

w&  ■  ■■ 

k        *  Ihciud68  Na t i ve  Ame frlcatis  v 


1  V-''--v.*'*  ^'  /. 


SOmCE:  :  Comp^led  ^fTom  data  siibnttttfe^  t6;'.^^^^^  Health  Mfibpower  Study 


'  Office  by  indlvldtral  ^achw 


.9 


ERIC 


J'.-'.-, 


Ethnic  minority  representation  of  the  student  body   in  the  entering 
classes  consists  of  194  minority  students  or  30.4%  of  the  state-^gupported 
schools  and  329  minority  students  or  22.7%  of  the  private  schools. 

Dental  schools  enroll  a  larger  percentage  of  Asian  American  students 
than  any  other  minority  group  which  is  also  typical  in  the  other,  health 
science  areas  studied.  '  . 

U.C.S.F.  has  the  highest  ethnic  minority  representation  in  its 
entering  class  with  ^9  students  or  44.3%  while  the  University  of  the  Paci- 
fic has  the  lowest  witli  26' students  or  15.9%.  • 

Female  students  represent  12%  of  all  entering  class  student?^  in 
dentistry.     U.C.L.A.  has  ^jj^higljest  female  student  ratio— 27%  of  its 
entering  class.      (See  Table  YL^ti^^  • 


45/ 
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3.    DEMAND  AND jyiOJECTIONS  -       >     •  . 

While  considerations  relating  to  the  overall  supply  of  dentists  noW 
and  in  the  future  are  imporfknt  elements  to  planning  for  dental  health  ^ 
manpower,  the  location  of  dentists  in  relation  to  the  population  they  serve 
arr  of  equal  importance.    For  this  analysis,  the  newly  established  Health 
Service  Areas  for  California" were  selected  to  describe  the  current  distribu-  ^ 
tion  of  dentists  and  to  forecast  the  numbers  of  dentists  needed  to  serve  the  ' 
population  in  the  future. 

The  requirements  for  the  location  of  dentists  are  substantially  diff'erent 


than  the  requirements  for  the  location  of  physicians  or  emergency  medical 
care  personnel.    Dentistry  is  seldom  a  life-threatening  disease  requiring 
immediate  attention.    With  the  exception  of  certain  types  of  trauma,  infection, 
or  toothaches,  most  dental  care  can  be  postponed  for  a  day  or  a  few  days,  or 
until  the  person  will  be  neai?^va  dentist  because  of  a  shopping*^  trip  or  other 
travel.    The  geographic  area  f9r  de^al  manpower  planning  then,  ^ is  not  the 
neighborhood  where  the  person  lives  or  even  the  city  or. small  town,  but  rather 

...      ■■■1  ■ 

the  major  shopping  center  or  area  of  a  city  or  of  a  rural  county.    Where  there 
are  population  groups  not    receiving  the  dental  care,  they  need ^  the  solution 
is  often  onia  of  transportation  to  the  nearest  dentist  and/or  money  to  pay  for 
care  when  it  is  given.    While" the  ratio  of  dentist  per^lOO,000  population  has 
soine  usefulness  in  describing  the  total  dental  manpower  need  of  a  state  like 
California,  its  usefulness  is  more  limited  for  smaller  geographic  areas* 
These  rates  provide  only  a  ;Clue  to  the  existence  of  geographic  maldistribution; 
'-from  tjien,  one  cannot  cdhclude  that  action  needs  to  be  taken  nor  can  the  causes 
of  maldistribution  determined. 
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TABLE  VI --18 


ESTIMATED  NUMBER  OF  ACTIVE  DENTISTS/ 100, 000  CIVILIAN  POPULATION 
.         BY  HEALTH  SERVICE  AREa(I)  ,  CALIFOKNIA,  1975 


Health 
Service 
Area 


Estimated 

Active 
Dej^tlstrf 


^    EstloateJ  * 

Civilian 
'  Population 


'Active 
Dentists  / 
100,000  " 


State  Total 

•  1-2,530 

20,931,000 

'  ■  59.9 

% 

1. 

Northern  California 

312 

552,500  * 

56.5 

2. 

Sacramie^to  -  Yolo 

611 

1,057,400 

57.8 

•  3. 

^onoiift  -  Solano  -  Napa 
S.F.  -^San  Mateo  -  .Marin 

340 

'  ■.  ■    ■  \ 

509,500 

66.7 

4. 

1,354 

1,449,200 

■  93.4 

5. 

Alameda  -  Contra  Costa 

1,175 

ll 687,400 

69.6 

6. 

« 

San  Joaquin  -  Stanislaus 

348 

.693,200 

50.2 

Santa  Clara 

762 

1,207,600 

63.1 

Monterey  -  Santa  Cruz 

353 

544,500 

64.8 

•  9. 

Fresno  -  Kern 

1,112,300 

43.1' 

■    10 ; 

Santa  Barbara  -  Ventura 

«g55  ' 

718,000 

.    .  56.4 

.  11. 

Los  Angeles 

6,900,300 

57.2 

12. 

San  Bernardino  -  ftlvetslde 

544 

1,242,900 

43.8 

13. 

Orange 

969 

1,700^,900  ^ 

57<0 

U. 

San  Diego  -  Imperial 

933> 

1,555,300 

60.0 

(1)    Health  Service  Areas  were  e^tabllshed^ln  September  1975  by  the  Depart- 
ment of  Health,  Education,  and  Welfare  In  accordance  with  P.L.  93-641 
(1-4-75).  .  ,  ,  ■,  •  ■>  ' 


Source:    California  Dental  Association' 


While  the  state  aver^iij^Mentlst  population  ratio  In  1975.  was  59.9,  this 
figure  varl*d  form  43.1  to- 93. 4  among  the  Various  Health  Service\Area8  "(flSA).  ' 
Eight  o-f  the  fourteen  areas,  however,  were  3^3%  of  the  stated  popuyatlon  lives, 
had  ratios  between  54.9  and  64.9,  close  to  the  state  averagfe.    More  than  Kalf 
of  the  people  of  the  State  ,(522)  live  in  healthy  service  areas  with  a  ratio  .  of 
65.0  dentists  per  100,000  population  or  more.    Only  15Z  of  the  state's  popula- 
tion lives  in  the  three  heklth  se^ce  areas  with  a  ratio  below  54,8.  Health 
Service  Area  9,  the  saut^iem  portion  of  the  central  valley,  had  the.  lowest 
ratio  in  the  State,  43.1.    If  this  Call foriila  Health  Service  Area  is  compared 
with  other  states  in  the  nation,  24  states,  (  37%  of  the  U.S. "^  population 

lives)  had  dentist  t>opulation  ratios  in  1973  that  were  below  this  HSA.  ^Although 
-this  comparison  with  national  data  appeared  relatively.  favorablV^^wealifofnla, 
it  should  be  pointed  out  that  there  are  four  states  in  the  country -Connecticut, 
New  York,  Oregon,  and  Washington  -  and  the  Distrfct  of  Columbia,  that  have  a 
dentist-to-populktion  ratia  that  exceeds v California's.    And  two  states  - 
Massachusetts  and- Ha^^^tl— have  ratios  that  are  approxiiwitely  the  ^ame.  Only 
the  San  Francisco  HSA  exceeds  New  York's  overall  ratio  of  72,  and  the  District 
of  ,Oolumbia's  .of  77.   -if"  the  San  Francisco  Area  and  the.  Algmeda  / Contra  Costa 
HSA  .were  combined       represent  the  urban  commuting/shopping. area.  The  rate 
would  be  approximately  81  per  100,000.   (See  Table  VI-l'B) 


TABLE  yi-19 :  J,!'" 
ESTIMATED  NUMBER  OF  DENTISTS  NEEDED' BY  19C' 


Health 

•Service' 

Area. 
— -Sk- 


EatlMted 
.  NuDiber  of 
■•Dentists  '75 


(1) 

•Loss    Due  to  * 
Retirement  & 
Deat'h,  1975-80  * 


Estimateil 
Population 
1980 , 


(2) 


Dentists 
Needed 


By  1980 


(1> 


New  Djinti'sts  ' 
Needed  By  ' 

■1980(2)  ; 


-    ,       Stat«  Total.  ;  P  .  , 
•  1.  Northern  California  .  " 

•  f 

l,  Sacramento  -  Yolo '  ' 
,3.  Solano  -  Napa  <•  Sonoma 
'4.  S.F.'- San  Mateo  -  Maria 
.5..  Alamda- Contra  .Costa 

11.  San  Joaquin  -  Stanislaus 

7.  „ Santa  Clara  ' 

8.  Monterey  -  ^an  Luis  0bisj)o 
)   9.  Fresno  -  Kern  ,. 

10.  Santa  Barbara,  -  Ventura 
s  lL  *  Lo8  Angeles 

12.  -.^an  Bernardino  -  Riverside 
,13.  (jlrange       ^  ' 

U.  ''San'Olego  -  Imperial 


:12,530 

u  ion 

'312  • 

4^,  V 

603,i0Q  ■ 

^  361  . 

M 

.  95 

'"  1,166,600 

699 

183 

340 

53'  .; 

•/  ■   585  ,'400 

390 

1,354 

210  ' 

1,475,100 

:  .1^378  - , 

1,175,' 

182  ' 

1,778,300 

' '  1,738 

245 

348  ' 

54 

,  756,200 

'  ■  ; 

,  •    15?^  ' 

762.  ' 

,  118  , 

■  1,337,400 

'844 

\200'  • 

•353 

55 

\     '618,800  . 

'       401  ,' 

■     103  , 

479 

('  74^" 

1,185,600 

,  .  710  ;  ;' 

305-  . 

405 

817,600 

'490  V  , 

: .  14t  v 

3,945     ;  ' 

6,939,000  ; 

'  4,156" 

362 ' 

544 

84  ... 

■  1,371,900 

V,  822  ' :;  ■ 

'  '  >362' 

■969. 

:,;150 

1,,959}400 

1,174  • 

,  3^5 

933 

145 

1,789,600  ^ 

il,0t4  M  • 

286 

(1)  Number  needed  to  i^^^^    the  1975  Dentist /Pbpulati|ra^tio  or  to  increase  it  to  59.9  if  it  yas,  below  th^. 

(2)  .  Number^of;new;  dentists  needed  in  an  area  to  replace  losses  due,to  death  and  retlr^nt,  and  maintain  the  curtent 

ratio  or  lB5>A^^^^^  .  ;  *  '  .   f^  v  .^ 


Source:'  C4ltoiti^i8  Mtal  Association 


|£er!c 


4G: 


^       Each  Health  Service  Area  In;  the  StateMs  faced  wlth^  the  need  to  repiace 
dentlats  retiring  or  4ylng  in  orrder  to  at  least  maintain  the  current 
capacity  for  dental  services.^   In  Addition,  areas  where  population  growth' 

"  ■ '  -       V  V  \.   .^ '   ;    *  ^  ,  ■  •  -  ' 

will  x:ontltt^e  In  the  next  decade,  rieed  to  ln»ur^  that-addltionaiv dentists  * 
.  will  be  available  to  care  for  the  increased  population.  -  Som^J'ti^Wlth  "Seiiivic^ 

Areas  appear .  to  need  add^jtional  dentis/s' trj  improve  the '«uppfV  for  the 
•^population,    it  was'es'timatiBd    that  about  36iQO0.  dentists  will  be  licensed 

In  the  nextr-flve>ears  and  about  3,000  of  these  will  b^  entering  practice  In 
;  th6  Sta^e.    Table  VI-19  was  designed ;  to  give  clues  to  wliere.  they  may  be  needed 

as  replacements  or, to  provide  services  for  anticipated  population  growth  or 

•'''*.  C  ■  ^  f  ■  •  '  ' 

to  Improve  the  dentist-population; tatlo  to  at  least  the  State  average  of  59.9" 

^.per  100,iOOO  In  those  Hiealth  Servlc^*  Areas  that  were  estimated  to  be  below  the 
State  average. 

Using  the  assumption  that  nb  Tiealth  Service  Areas  should -liave  a  lower 
dentist /popUlat:ton  ratio  In.  the  future  than  tprrently  exists,  and  tlj^at  areas 
below  the  State  average  should  Increase  the  supply  to  the  State  average,.  It 
wa's  estimated  tha.t  California  would  need  ,ab out  14,190  dentists  by  1980,  about  ' 
565  shc^  of  - the -anticipated  supply /estimated  In  Table  for  that  yea^ 

;  for  the^ate  as  a  whole..    Even  with  .this  shortage,  only  about  800  of  the 
new  dentists  who  will  be  entering  pr^tlce  In  the  State  woulU  need  ta  pra.ctice 

>..lTi  the  threp  Health  Service  Areas  that^are  stib«tantiaMy  below  the  State 

■•■ ■  *  \    : . '  ■ .  I  .     >  ^  '  ^:  '  ' 

average 'in  order  to  bring  those  ^^"^^^j^^j^^  average  by  1980. 


/  • 
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TABLE'  Vt-20'  » 
DENtrSTS'  RESPONSES  ON  PRACTICE  BtfkVNESS'(l) 


TOTAL  in  Clinical  Practl<;e 

*  ^1      General  Dentistry 
I?*.  ^  Specialty 

GlE^HSRAL  DENTISTS: 

" — Splo  Practice 

Partnership  or  Grqup 
Professional^orporation 

»  SPECIALTY  DENTISTS: 


1 QQ , Dusy 

•   AD  out  Cue 

■Noz  ousy 

• 

,  Rlghf  Numb,er 

Enough 

^  5.0Z 

5.7^ 

•  54.71  y 

40.°3Z 

56.3  . 

38.0 

'2.2  • 

47.6  5^ 

50.2  • 

r       ^   *  ' 

5.3  / 

-  37.8 

5.7 

51.5 

42.8 

6  A 

61^; 

i2.1 

♦ 


Solo  Practice       •   >       ,  1.5    ^  4^.3  55.2 

Partnership  or  Group    '-{^  2.2         ^)       49.5  48.3 

Professional.  Corporation    ^       2.6   *  5'3.1  .  44.3 


(1)  Excludes  •t'he  dentists  who  did  not  answer  this^  question. 
5Qurce:    California  Detii^al>  Association  Journal,  April  1975,    page  21, 


5. 


^6/ 
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It  is  itltere^ting  to  note  that  over  one-half  of  the  new  der^jtlsts  will  be"^ 
needed  in  urban  areas  of  Los  Angeles  and  Orange  County  and  in  the  two  Health  ^ 

■    •  ...  •    ^  .  ^    ■  ^.  /  ,  ^■ 

SefPlrLce  Area%.  of  the  San  Francisco.  Bay  Ar^fl^.*  , 

♦  *«  ' 

*   ■  %  .  .  ^    ■■  •  ' 

"^'The  geographic  distribution  of  dentists  cannot  be  examined  solfely  from 
»'<  •      ,  *  • 

the-%tatew|(yr  Ptatistioil^  p^^      of  view.    Inevitably,  the  question  of  patient 

^ifemand  ai^patJ^Bft;  utilization  of  services  within  an  area  must  be  examined 

ft-/^*  §BSl  the, results  confiUleted  in  planning.    It  needs  to  be  underscored  that  • 

"access  to  a  dentist"  and  "access  to  dental  care"  are  not  the  same  thing. 

Mos(  people  in  California  (about  91%  in  19)0)  live  in  urban  areas.  Only 

a  tew  are  many  miles  from^^the  nearest  dentist's  office;  however,  in  every 

Health  Service  Area  in  California,  Including  those  with  the  highest* dentist/ 

population  *1?atio  ,  there  are  large  population  groups  who  do  not  havV  access 

^    to  dental  care  fot  a  variity  of  Teasons—finajtcial,' cultural  and  educational 

barrijers  keep  peopllH  f  rom- going  to  a  dentist  *  *        #  ^ 

V  The  key  health  manpower  planning  prpblelh  for  dentistry  in  California  is 

probably  not  the  total  supp^ly  of  dentists  within  the  State  nor  does  it  appear 

to 'be  primarily  the  distribution  of  dentists  ^ng  the  HSA's  of  the  State.  * 

^-  ^ir  ■         ■  - -. 

In  some  areas.  It  might  be;  the  distribution  of  dentists  within  the  Health 
Service 'Area 5  only,  local  study  and  analysis  can  determine  this. ^  The  primary 
healtl^  planning  problem    of^  dentistry  in  California  is  to  develop  ^nd  test 
str^tegles^for  remo^ng  the  financial,  cultural,:  and  educational  barrierfe  for 
groups  witfhin  each  Health  Service  Ajrea  who  are  not  currently  recejM^g 


adequate  dental  ^*ate.  ' 

'\  The  California  Dehtal  Association,  in  1973,  .conducted  a  surveyJbf  all' 
dentists  lid^nsed  in  California  to/determ^e  both^  manpower  distribution  and 
gain*;reallstic\pe^ceptions  of  the  extent  of  dentist  busyness -at  that  tiiL.\^:- 


The  data  Indicates  that  only/^51h\d^  ill  dentistfll  ix|,  clinical  practice  felt 


that  they  were  too  busy  ahd  would(sM.ke.  fewejy^patients»  54. 7Z  indicated  that 

J  ■      '  *  y  ■ 

they  "had  about  the  right  number  of  patients'',  and  4Q.3Z  indicated  that  they  • 

were  "not  busy  enough  and  heeded  mbfe  patients".   (See  table  V];-20,  previous  page) 

TABLE  .VI-21  .      ^  ; 

DENTISTS'  RESPONSES' OHf  THE  ADEQUACY  OF  THE  DENTIST  MANPOWER'.  " 

in' mjR  GEOGRAPHIC  AREA'  (1")        ,  , 


Type  of  Dentist         <  '^'^'^^V 

',' 

Not  EnouffH 
Dentists 

Ahniit 

Right  Number 

■)  ■ 
Too  Many 

Dentists 

TOTAL  in  Clinical  Practice 

\  3.42 

56. 8Z  ■' 

39, 

.7% 

I  1 

General  Dentistry 

3.8  ' 

57.8 

*/38, 

.4  . 

/         A  Specialty 

2.1 

53.0 

.9,  • 

y  GENERAL  DENTISTS :  * 

Sofb  Practice 

'  3.5. 

57.1.  , 

39. 

,3 

Partnership  or  Group 

,3.2 

57.6 

39. 

,8  - 

Professional  Corporation 

3.6 

•  '61.6 

=  34'. 

,8  . 

SPECIALTY  DENTISTS: 

>  .V  ''  ■ 

,K  .  * 

Solo  Practice 

•  '2.2 

.  50,7.  • 

47, 

,1 

Partnership  ,jor  Group 

'  0.7    .  ' 

58.8 

40, 

,5  ■ 

Professional  Corporation 

l'.6 

51.9.  ' 

46. 

5 

4 

(1)  Excludes  the  dentists  who  dl^^l  .not<^  question.  )  / 

Source:    California  Dental  AssociatlJbu  Journal,  April  1975,  page  24. 

•    '  • 

The  results  for  the  quest^iM  of  adequacy  of  deqtist  manpower  showed  that 

^  M  ^    ,  • 

•nearly  40%  of  the  responding  dimists  felt  that  there  were  too  many  dentists 
in  tlieir^  undefined  "geographical  ,^rea".     Nearly  45%  of  those  limiting  their  ^ 
practice  to  a  specialty  felt  that^there.  were  too  many  dentists.  (See 
Table  VI-21)  .  •.  V 


The  third  question  In  the  study  asked  whether  the  dentist  accepted  new 
patients.-  Only  lOZ  of  the  general  dentists  la  the  State  reported  jthat  they 
accept  no  new  patients.  The  majority  of  dentists  reported' tjiat  thlf^y  accept 
almost  all  new  patients,     (See  Table  VI-22),  ■  \  \  j 

■         **  TABLE  VI-22  -i- 


DENTISTS'  RESPONSES  ON  ACCEPTING  NEW  PATIENTS (l) 


Accept  a  Few         Atcept  Most  ^'Acc^tet  Alftost. 

Type  of  Dentist  '  ^  or  No  ilew  New  Patients        ,  NewPatlents 

'    '       '     '   .Patients        .     *         ^  >^  ^  « 


TOTAL  In  Cllncal  Practice  9.5%  .  19.«%  ^  70.9% 


1^ 

General  Dentistry  10.9  r»       *   21.9         ^  67.3  ^.^ 

A  Specialty  ^  •     2.^  -       10;p  a  87.1^. 


GENERAL  DENTISTS;   .  «         »  ■  J  ' 

■         ,         *  ir. 

Solo  Practice.  *  13.0  23.2^  ^         ^  63.9 

Partnership  or  Group  \    '  6.8     '         "      .18.8  «  ^74^4 

Professional  Corporation  5.5/^  20.8 


73.7 


at 


SPECIALTY  DENTISTS 


^Sblo  Practice    ^  /         3.7  Lftrt  *  '  85,5 

Partnership  or  Group  :  2.9    ^   o      ^>  ^.9  ^  87.^ 

Professional  Corporation     ./  1.3  8.5  90.2 


«  I 


3 


(1)  Excludes  the  dentists  who  did  not  answer  this  question. 

Source:    California  Dental  Association  Journal >  April  1975>  page\i6. 

ft 

■••      ■  r. 

The  findings  of  this  ^tudy  suggest' that  Increased  productivity  of  dental 

« '         '  ■  -  ^       *    .  : 

manpower  Is  possible  and  could  absorb  a  sizable  Increase  In  demaild  should  It 
occur.    This  finding  should  be  of  particular  Interest  to  those  who  are,  planning 
expansion  of  publicly-funded  dental  care  services. 

The  State  can  expect  even  more  recent ^manpower  data  to  result  from  a 
survey  that  the  Board  of  Dental  Examiners  will  be  conductlng^n^ March  of  1976, 
as  a; part  of  the  license  renewal  activities  for  all  licensed  dentists  and 
dental  hyglenlsts  In  California.       ■  '  *  , 
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•      It  should  be  remembered  by  readers  that  background  knowledge  In , manpower 

planning  for  other  health  professions,  is  no1t.^directly  applicable  to  dentist^sy 

since  dentistry  is  almost  entirely  practiced  in  a  non-institutional  setting. 

W^iile  a  reasonable  number  oj  dentists  do  participate  in  hospital  activities, 

?y      ^  ■  \  . 

and  serve  on  hospital  staffsj  the  great  J)ulk  of  practitioners  serve ^n  small 

offices.     In  fact,  59%  of  the  indflviduals  responding  to  the  CDA  manpower 

survey  indicate  that  iThey  are  self-employed  dentists  in  a  solojE^^        ,  The 

remaining  40%  are  individuals  in  k  partnership- or  a  professional  iolffll|ifeat:ion,  ^ 

In  addition,  the  public's  perception  of^-  di^ntistry  is  untortunately^ioaMB^ 

"optional  health  care  service".    Becau^ef  of  a  number  of  factors—figEii 

cultural,  educational,  etc. -the  rate  ati'jjwhich  individuals  utilize  d^^^W^;g/^^.  . 

sendees  varied  widely.  The^  gifpwth  in  prepaid  dental *^ii^ogt%uip^:^M  ' 

encouraged  greater  utilization  of  dental  services.    Only  at  t^e  outset  of 

such  programs,  however,  dfces  the  utilization  rate  come  cloiaie  .to  matcfti'ug  ^^  a 


the  need  for  services  as  perceived  by  the  profSssl^.  ^j\|;ter  this*. first 
surge,  demand  stablizes  at  a  lower  level.  ^  '''^''a^'^A''^^>,..  " 


Furthermore,  dentistry  is  currently  in  a  state  of^.  ^^'vK^ 
realignment  of  duties  for  dental  auxiliaries.  Jljt^nt^ 
1455)  and  new  regulations  which  have ^ yet  to^ 


PJtmplementiaid,  h^ve  'ptdvided  - 


for  a  career  ladder  cojicept,  which  expand^  thl^uties  leg^^^      delegable  ^ 

*■    ■  (  9  )  ^  ■  'if"-  ' '  '  ">  "'  '    '  '  " ;  V' 

to  auxiliaries*  The  impact  of  twese  recent  developments  had.^<)l§!>  tig  be  • 

determined,  although  research  studies  in  clinical  set'tings^have  indicated  .  r 

that  a  substantial  increase  in  productivity  might  result *fiom  utilization 

^  (9 ,10)  ^  •  • ' 

of  expanded-diity  .auxiliaries. '    *       '  Some  very  effective  research  t^ols,  ■ 

.^^iifkcally  a  productivity  indext  and  ^dental  demanS  index  are  currently 

under  development  by  the  Leonard  Davis  Institute,*  acting  under  a  grant  from 

the  Americaii^  Dental  Association.    These  research  tools,  once  developed,  will 


provide  a  firm  base  fpr  data  collection  from  throughout  the  Uhitedl  States 
and  will  provl^dS'  a  greater  degree  of  cpmpafability  and  a  more  accurate    v  ■ 


picture;  of  thfe  8l)fpply7de;(^hd  ^actd  data  currently      ,  ,^  \ 

'available./'.    :  .  -  y     , '      /  >  '  :  * 

.  ►It  ).&  im{>ottant  f^r  anyone  eifli^erihg  ititq^m  evaluation  of /the  .:dentai  \.  ^* 
health' mnppW^g^r  cbn^jl^^t^^       in  CSfllfotTila,  to  dljstinguish  very  carefully  , 

V  .      '  '         ^     ■  ^    rf''   ,  ■  ^  ,  -  • 

bfetveeij^^ncred"  t^e  sllrvices^that  the  prof(Ba6ion^l  experts  hav^  determined' 

•  i  •         ^  '  i  .  \  .  ,  V  r^y.  ■  A      /,  ■ '•' :^  *^  .  , ,  ; -  '    i  ^    '  • 

are  approprtate^  to^jfeOQd  dental  health)  y^^A  ''dem^^      (the  care  that  "people 


desire  fAr  which  .tfi^y  ^aife  willing  to  pay)  .  •  While  changing  economic  condltlon^V 

^  f.     ■    '  ■     /  -  v^.-,     ...  : . ' -  ■  ■.  .\    ...     '  .  ,  .  •       .  ^  ■  ■  ■  •       •'  • . 

such  an  a  prepaid  *4fental  .care  jirogra^^  in  V 


"1 


the  schools  :;&y/-chaagfe  utilization  rate^,,  .1    is  important  to  tinders tnad      ^  r 
.  that  factora^^pther  th^n  fiscal,  come  liito.  play' in  the  detemination  of     v      '  / 
^  Whe,n^/'need*'*  tu^pis  Into  *  "demanil"  .  ^  ^^VlZ)  ^^^^  t^t^^^d  without 


r 

tygming  the^imedinto  a  demand  wouTA  veautt  in 
of  person 


:    '^he  ImpaQt       'National 'Health  Insurance.    While  Recognizing  thgifcieed€i  ^ 
for  p:;anning  for  NatiinalNIealth  Insurance  (NHI)  ,  it  is  certainly  unclear  ,  . 
today  in  the. existing  legislative  climate  whether  or  not  a  national  heXth 


insurance  program ^will  be  |tapl^inen^^    by  1980,  or  if  implemented,  what  form:    ' [ 

it  will  take.     It  appears  lll^iy  that  the  initial  prc^grdm  may  not  include  any, 

dental  services  other  than  payment  for  those  services  that. can  be  equally 

supplied  by*  a  dentist,  usually  an  oral"  sf*^geon,^r  a  plastic  surgeon. 

■       ■  *       *  "        ■  ' '  •      *  •  V 

It  is  anj^^cipated  fhat  there  \}i  11  be  a  continuing  increase^  the  number* 

ot  individuals  who  are  enrolled  in  private 'dental  .health  insurance  plans* 

Between  1967  and  1973,  the  percentage  of  the  national  population  which  had  ' 


prl^te  prepaid  a0^ar.;c^^  from  4.4Z  of  the  population 

to  lQ»4ife,;^l3  ^      in  Giliforn^^^  fox  prepaid  dental  care  . 


\ 


,  have  hi^n  vnrlt ten  fat^at^  l^a^f;  2Q^0ti^B,  better  than  40%  of  the  population  ■ 
.      IsijCurreitfly  cov^  prepaid  dental  care  program,  ^ 

'^^xis^^ng  riif^O^jrer  8U|iji^^J;>^  the^  Increased  workloa^^  resulting 

;  from  oa^sld€f,.5^  any  significant  stress,  V    ^      It  can 

b#sexpect^d  th4t^^<S^is•  l^crem^       Increases  In  prepaid  dental  care  programs 
[.  fan  be  a:^tarly'  absorbed       jfctie  professloil^  given  Its  normal  growth  rate. 


*  ,<pj^"     ^.n  facfr,.  at.  ctirren^c  r  data  Indicates  that  when  current  class  sizes 

•i^   -.W  .'^^**'^^^  dentists  per  100,000  population  will  Increase 
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<   ^^  i^om  59ili  k'wh^^a^Z  In  1985. 

^ Impact  of  the  availability  of  expanded-duty 
dfe^tai^  a^^^l^^^  But  a  study,  complete^  In  1970  Indicated 

suB8tanCj(.al  Increastea^;  In  productivity  J^y  dentists  ifcklng  use^TTt'^en'Wlst- 

■*  ■  ■  .  /  ^ 

,lng  categories  of-Vttelllary  personnel,  startltig  with  a  36Z  Increasdv  In 
^pxodti|;j^|^ty  with ,  the  addition  of  just  one  full-time  dental  assistant  up 

'to  ,144%  in(jx^       In  productivity  fbr  dentists  employing  one  full-time 

k-  f  1 3  ^ 

asslatafit,  fend  one^full-tlme  secretary,     ,        .Experience  with  prepaid 
^i^^  carS  programs"  h^s   shown  that  when  a  h©w  program  Is  written  for  a 
gro^p,^the  utilization  rate  ot)4hat  group  goes  up  substantially  In  the 
^  flfst  part  pf  the  contract,  but  then  levels  off.        ^      It  would  be  poox  ' 
'  ^  planning  to  Increase  the  mahpower^supply  to. meet  the  peak  need  by  Increasing 


^  .       the  number  of  fully  trained  dentists  (whose  education  Is  extremely  expensive) 

rather  than  providing  for  absorbing  the  sudden  Irfcreases  through  the  use  of 
-     —  "9 

auxiliary  persoi^nel.  \*  ^ 

It  should  be  npted  that  Cjlie  cost  'of  training  an  expanded-duty  dentai 

;         ■  ^  ■ 


auxiliary    which  takea  two  years  instead  of  four^  costs  far  less  tha^^he 

training  of  a  dentist.    More  training  prdgrams  are  then  available  iJh^reas 

where  more  demand  is  indicated.    It  would  be  important,  however,  to  study  ^ 

•  % 

the  turnover  rate  and/or  the  lifetime  of  service  for  dental  auxiliaries  as  ^ 
compared  to  dentists.  > 

In  short,  tlven,  it  is  anticipated  that  little  or  no  dental  care  will  be 
included  under  National  Hplth  Insurance  by  1980  and  that  the  incremental* 
increases  in  prepaid  denLil  care  programs  currently  occuXing  in.  California 
have  placed  no  undue  stresB  on  the  dental  manpower  supply. 


9. 


\  ■ 
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'  4.    TRENDS  IN  UTILIZATION  PATTEI^NS  ♦  ^ 

Specitliliiatlon.    An  important  trend  In  the  delivery  of  denral  care  has 

•••  *..'-■  ,  »  „ 

been  the  rate  of  increase  in  the  nuipblfer  of  dentists  ' who  have  obtained  special- 
ized training  (endodontics;*  oral  pathology,  oral  surgery,  orthodontics,  pedo- 
dontips,  periodontics,  and  prosthodontjics)  beyond' the  D,D,S.  degree.    Nation-  . 
ally  the  number  of  dental  specialiats  has  increased  thteefpld  from  1955  to 
1970.     In  1970',  there  were  approximately  10,315  dentists  recognized  by  the 
American  Dental  Association  as  specialists  out  of  a  non-federdl  dentist 
labor  force  of  90,829. 

Although  there, is  no  licensing  of  dental  specialists  in. California,  the 
latest  data  available  from  the  American  Dental  Association  (ADA)  indicates 
that  California  has  the  highest  specialist-to-population  ratio  in  the  U.S.^  ^ 

A  survey  was  conducted  by  the  California  Dental  Association  in  1974  using 
an  address  list  provided  by  the  State  Board  of  Dental  Examiners.    Of  the  8,747 
respondents  (66%  of  the  total  licensed  dentists),  682  reported  that  , they  were 
retired  from  active  clinical  practice,  132  reported  that  they  were  in  full-time 
teacl^^ng^r  research,  150  were  in  a  branch  of  the  military,  97  were  students,  ^  - 
^nd  167  were  in  occupations  other  than  den:tistry  or-were  out  of  the  State. 
Eighty-six  percent  (7,516)  of  thai§|fc".r^  that  they  were  currently 

engaged  in  the  clinical  practice  of  dentistry.    About  80%  of  this  group  said 
that  they  practiced  general  dentistry,  and  ^bout  20%  isaid  that  they  limltid  f 
their  practices  and/or  were  Board  Dlplomates  in  one  of  the  specialties. 

Several  questions  on  the  survey  deait  diredlly  or  indirectly  with 
practice  busyness.    Of  the  specialty  dentists  engaged  in  solo  pi;a'ctice,  only 
1.5%  said  they  were  too  busy  and  desired  fewer  pati,ents  while  55>^%,  stated 
they  were  no^  busy  enough  and,  needed  more  patient^   Specfialty  dentlAts  in* 


partnerships  aiKL^oup  practice^  or  professional  corporations  were  little 
better.  J||#y  reported  .48.3%  and  AA.3X  of  them,  respectively  were  not  biisy  ' 
plough  an^eeded  more  patients.    The  California  Dental  Association  study 

shows  that,  oh  the  whole,  specialists  are  less  busy  than  general  practi- 

(  3  )  '  ' 

tioners .  , '  .  •  » 

No  research  studies,  have  been  specifically  conducted  to  determiiie '  the 
optimal  number  of  dentists  for  each  specialty  area  who  wouW  be  required  to 
meet  the  demand  and  need  for  dental  services  in  California.  J  

It  can  be  concluded  that  there  are  currently  sufficiertt:  numbers  of 
spe<^±alist  dentists  in  California  to  meet  the  demand  for  services  ,*  and 

*  ■       \.  • 

tha-t         is  not  necessary  to  make  a  special  effort  to  increase  their  numbers. 


Increased  Productivity  with  Expanded-Dutles  Auxiliaries.    The  productivity 
of  dentists. can  be  incteased  by  increasing  the  number  of  hours  and  weeks  they 
work  per  year,  utilizing  advanced  technology  and  equipment,  t>r  by  increased 
usage  of  dental  auxiliaries.    ^  * 

The  "American  Dental  Association  Survey  of  Dental  Practice  1971"  reported 

-"«'•. 

that  the  average  number  of  hours  worked' by  dentists  dropped -steadily  each 
year  to '^1950  hours /year  In  1970         ^    Technology  has  increase^  productivity 
,by  the  development  of  equipment  that  ctits  the  time  necessary;  for  certain  pro- 
cedures.  ,   >  '  ' 

Paul  J.  Feldrstein  in  his  19^3  book.  Financing' Dental  Care;    An  Eco&mlc 
Analysis^  suggests    that  dentists  can  substantially  increase  their  productivity 
by  as 'much  as  60Wto  800*  patient  visits  per  year  by  adding  auxiliaries  .  ^ 

In  the  1971  .'Survey  of  Dental  Practice",  the  ADA  prepared  a  table  that 
relates  the  productivity  of  dentists  to  the  number  of  aukiliaties  employed. 


Table  VI-2 3  shows  that  as  dentists  ^intrrease  the^r  utilisation  of  auxijLiariea, 
their  output  also  increases,  as  well  as  the  dollar  amount  of  dental  care  \ 
provided,*     .  *  • 

,^  ^  .    »        TABLE  VI-23  .  •  '  '  " 

PRODUCTIVITY, OF  DENTISTS  BY  NUMBER  QF  AUXILIARIES  EMPLOYED 


Number  &  Type  of  ,       Amount  of  Care  Productivity 

Auxiiiaxri'es  Provided*  Index 


No  employees 

$3i,128 

100.0 

One  p-t 

assistant 

.33,832 

108.7 

One  f-t 

aasistant 

42,406 

'  ■  *,  ' 

136.2 

Otie  f-t 

assistant,  one  p-t 

assistant 

46;640  ' 

\ 

149.8 

One  f-t 

asaastant,  one  p-t 

Hygienist  " 

50,540' 

162.4 

One  f-|: 

assistant,  one  f-t 

secretary 

■  57,693 

.  185.3 

0n6.f-t 

assistant ;  one  f-t 

hygienist 

61,306 

196.9 

Two  f-t 

assistants  . 

61,930 

199.0 

One  ft-t 

assistant,  one  f-C 
one  p-t  hygienist 

secretary. 

62,485 

200.7 

One . f-t 

hygiepist,  one  f-t 
one  f~t  secretary 

as^l^tant. 

76,096 

24^.5 

Five  or 

more  f-t  auxiliaries;  0,  1, 
or  more  p-t  ^auxiliaries 

105,532 

339.0 

*  Amoihit  of  Dental  Care  Provided  is  what  the  mean  gross  income  would  ha-y^e 
b«en  if  fees  had  been  equal. ifp  the  national  average.     It  is  calculated  by 
dividing  the  acturdl  niean  gross -income  by  the  composite  fee  index. 

Source:     "Survey  of  Dental  Pyactice,  1971" ,  conducted. by  th^  Bureau  of 

Economic  Research  and  Statis*t4.cs  ,  American  Dental  Association. 
Unpublished  and*  undated  mimeograph.  * 
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Qdllfornia  is  currently  In  the  process  of  ImRlemeAtlng  recent  legis-^ 
*         ■    •  ■  '  '    ■  *  , 

latlon.    Assembly  iBill  1455  authorizes  the  Board  of  Dental  Examiners  to 

develop  regulations  creating  new  categories  of  dental  auxiliaries  personneir^ 

This  legislation,  co-sponsore^  by  the  CDA,  includes  a  career  ladder  t:oncept 

and  ftye  categories  of  defltal  auxiliaries/®^ 

V     The-Tegulatiohs  dealing  with  dental  assistants  (who  can  be  trained  on 
the  job)  and  regis terred- dental  hygienists  have  already  been  implemented. 

The  category  of  registered  dental  assistant  requires  that  individuals 
desiring  to  be  registered  dental  assistants  pass  an  examination,  and  meet 
.^rtain  educational  requirements.    The  examination  is  currently  being  . 
,  developed  by  thfe.  Board  of  Dental  Ejftoiiners.    -Regulations  have  not  yet  been 
\  drafted  for  registered  denft^l  assistants  :^n  extended  functions  or  registered 

dental  hygienists  In  expanded  functions.^ 

■ "  '     .V    ,  •  f  /  .  ' 

I   The  Impact  of  tl^e  legislati6n  and  regulations  dealing  with  expanded 

o.  ■  ,     '  ,  4  ■   -  ■ 

duties  for  dental  auxiliaries,  of  course,  cannot  yet  \>e  ascertained;.  Of 
all  the  research Nlone  nation\Jfide,  only  one  atudy  dealt  wit^lfche  utiJ.ization* 
of  these  auxilj.arie9  in  a  private  off ifce  setting.  ^J^^  ^      Obvi9usly  a  great 
deal  more  evaluation  nee^s  to  be  performed.  *  It  can^  ho^Vjsr,  be  anticipated 
that  increased  productivity  w^ll  result.     In  ^  instances,  the  individual  ' 
^Auxiliary  categories  function  under  th^  sjrpeiMlsion  of  ai' licensea^-deptlst .  ^ 
The  dental  profession  has  ^Iso  urgl&d  utilization  of vdetiftal  auxliiarlea 
^    to  implement  a  p re ventl,ve  dental  caxf  prjogratn  in  tlie  sch661  system,*  as  a    ^  ' 

^^^i^^^  effective  way  of  ^j^ling  wlth^efnttfl  disease',  on  a  cost-effective 

"W"  -.  '     -.T^:    '  ■  V      ■  .  .    ■  '   .     ■■       ■  .   •    •  .  , 

^S^-  !:    basis.    Before  any  further  .expans.iow  of  auxiliary  duties  occurs,  J.t  is 

„ "      ,         '■■•?.■;■.'■       *  .  ^  ^  ■  .     ■  t; 

Important  to  evaluate  ^nd  consolidate  the  information  availabre  on  the 


results  of  any  productivity  Increases  from' the  current  expansion,  pajrticu-  ^ 
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larly  since  it  does  not 'seem  that  there  will  be     significant  increase  ±n  . 
.  demand- foi^  dent Al  services  over  ^the  next  five  years.  ' 

, All  dental  hygienists  practicing  in  the  United  States  .are^ licensed,  a 
situation  nncommon  among  allied  healthy  prof essl^ons  and  occupatidns.  >:the  • 
number  of  active  dental  hygienists  Is  projected  to  grow  ^rom  lS,l!f5o  in  1970  . 
to  57j650  in  1990,  pr  anjLncrease  of  280%.    ThiS'  estimate  appears  to  bje 
reaspnable  in  view  of  the  notigerfble  growth  itt  the  numter  of  programs  and 


graduates  over  the  padt  few  years. 


^See  Table  Vl-24,  beloW) 


•       •  ;  TABLE  VI-24  <^       ; ; 

ADDITIONS LOSSES  TO  THE  SUPPLY  OF  ACTIVE  FORMALITY-TRAINED  DENTAL  HYGIENISXS: 

1970  AND  PROJECTED  1975-80  - 


Ye&r  Nupiber  of  Active 

. Formally-Trained 
*•  Dental  Hygienists 


Interval 


Additions: '  Losses: 
Graduates  of;       Deaths  & 

Approved         *  Retirements  - 

Programs 


1970 

.  15,iOO 

1970-75 

•    16,800  ' 

6;590 

1975 

23,310 

.  1975-80 

22,71.0 

.11,930 

1980 

■  34,r9.0  • 

1980-85 

27, '180 

•15,040 

1985 

46,320 

1985-90  • 

"  Z8,j410  ^ 

17,080 

1990. 

57,650. 

■¥  : 

So^r-ce : ^^e  Simply  of  Health  Manpower;  1970  Profiles  and  Projections  to  ^1990, 
Dept.  df  Health,  Education,' and  Welfare,,  ^ecemb*^- 1974 .      ^  ^ 


The  answers  to  .  the  earlier .  questions  have  in^lioated  that  ^there  is  no 
aubstantial'^need^for  additional  State-fu^id'ed  ^tograms- to  train  eitheV  dentists 


or  auxiliaries.    The  resources  of  the  existing  auxiliary  training  proferam? 
will  be  best  utilized  by  training  at  least  a  portion  of  their  studfent  bodies  ■> 
in  expajidfed  duties  to  meet  some  of  the  marlcetplace  requirements  and* thereby  • 


Increase  the^roductiviTty       the  dental  office.    A  potential  short^tert 
progr^nilght  be  appropriate  to  provide  continuing  education  for  .'existing  •  \ 

to  provide  expanded-duty  functions;  The. 
actalAiatrators  of  , the  present  dental  schools  and  'auxiliary  training  p^ovraoa 
have;  indicated,  that  thfey  are  preparing 'duch  .programs  and  ean;  i>fij)leinent  them  "  ' 
as  soon  as  th6 -structure  and  requireinents  of  the  regulations  of  thV Board 
of  Dental  Examiners  are ' finalized.  , 

In  Decei|b^r  197,5,  a  number  of "  experimental  health  manpower,  pilot    /  * 
projects  (AB  1*503)  wete -under  review.    These  Includes  ^  X 

.     1,    CitVu's  Cpllege  -  "Denf^l  Auxiliaries  Expanded  Role  Project"  '  . 
^  .  2*  .  Los  Angeles  City  College  -  '^Dental  Assistant  Educators  Project" 
3.    Unlve^lty.of  the  Pacific  Dental'School  -  "Dental  Assistant  Quality 
s  ^  Evaluation  Proiecfc?'  ,  '  - 

■  :  ■  "     "■  ■  ■   .    ■      .  ■  ■ 

y    The  approve cf  pro jecte  fbr  ex^j^ed  duty  training  iiicludet  .  ; 

.  i;    I^oma  Lln«»  University  .SchcMM  D^^^ 

/.HyglenlstB  FEoje|!t"      '  " 
Hosoltal  and  Mediqal  Center.  -  "CiirrlcMlum  i)evelopment  for  / 
"  ^'   Expanded  Duties  Project"  -  '     .    •  .  ;  ^ 

3.  University  of  Southern  California  -  "Expanded  Role  Dental  Auxiliaries 

'  '  *  ■    '  c .       * .     \      •  •  .       ■  •  ,     r  •  ' 

;  Project"        '  -    '     '  .  *'  , 

4.  .UnlWrplty^ofJ^allfot^ia.  S.F.  -  "Experlmentaj., Project  in^ip^ed 

.\  '  *  ^'  ■  •  *   ■     '  .  " 

.        ^Dutles^for  Advanced^  Students  of  'Dent^  Hygiene"         ^   .    .  -v 

.  '  ■ .  •  ■  .  :  '  \         '  <     "   ,  ■ 

^   5,    ,Los  Angeles  City ^College^&  Cerrltos  Cpll^         ''infiltratipn  Anest^e^la 

/or  the  Dehtal  ttyglenlst  Project"*       '    .  / 
'        .   Cabrlllo  College  ^«  "Local  AnesthesjLa         tlie  Dental  Hygieniat  Project" 


7.    Sacramento  City  College  -  ''Dental  Hygtenist  Anesthesia  Project:" 

^  Recent  ce^trespondence  and  conversations  with  J:he  Dental  Hygiene 
Association  have  indicated  that  many  of  their  members  are  underutilized  and 
seeking  to  fill  additional  availabl^e  time.    As  of  February  25,  1976,  the 
Orange  Coupty  component  of  the^j^them  California  Dental  Hygienists  Associa- 
tion (SCDHA)  reported  that  of  3o{fiiembers,  121  were  curtently\ooking  for 
work  or  additional  work  and  that  they  had  received  inquiries  abodt -persons 

seeking'^J^s  from  only  two  dentists.    At  one  point  in  the  last  six  months »  8 

(17  ) 

of  the  hygiene  association's  members  were  on  welfare.  Cypress  College 

in  Orange  County  is  currently  planning  to  open  a  program  to  train  dental  hygien 
ists  in  September  of  1976,    They  generally  base  their  plans  on  1969-70  surveys 
Cypress  College  is  located  approximately  8  miles  from  Cerritos  Junior  College 
which  alj-eady  has  a  functioning  dental  hygienist  program.     In  San  Diego, 
of  the  400  members  of  the  SCDHA,  200  are  actively  seeking  work  or  additional 
work.    A  program  for  training  dental  hygienists  is  currently  being  planned 
at  San  Diego  City  College.  ^"^"^  ^ 

In  Northern  California  at  a  November  meeting  of  the  Board  of  the 
Northern  California  Dental  Hygienists  Association,  it  was  reported  that 
there  were  hygienis-ts  seeking  450  days  per  month  of  employment,  but  only 
52  day  pejr  month  of  hygienists'  services  sought  bvjdentists.  ^^'^  ^ 

According  to  the  State  Depart^iant  of  Education,  there  were  13  training 
programs  for  dental  hygienists  in  1973.     (See  Table  VI-25)  ^ 


*  ^     ^  .  .  TABLE  .VI-25  ,  •        '  - 

CALIFofoftA  SCHOOLS  OPFERI>IG  PROGRAMS  ^IN  DENTAL 


SCHOOL 


CITY 


HYGIENE 


Cabrillo  College 

Cerrltos  College 

Chabot  College 

Chaffey  College 

Foothill  College 

Fresno  City  College 

Loma  Linda  University 

Los  Angeles  City  College 

Pacific  Union  College  • 

Pasadena  City  College 

Sacramento  City  College 

University  of  California 
Medical  Center 

University  of  Southern 
California 


Aptos 
Norwalk 
Hayward. 
Alta  Loma  v. 
Lo0  Altos' 
Fresno 
Loma  Linda 
Los  Angeles 
Angwin 
Pasadena  « 
'  Saci;-amento 

San  Francisco  \ 

L^^  Angeles 


/ 


Source:   the  California  State  Department  of  Education,-  1973, 
,     Courses  Offered  by  California  Schools. 


Dental  Assistants^  in  contrast  to  most  occupations  discussed  in  this  .x;^£ort, 
'/     ■■•  .       .  .  „  ^ 

have  comparatively  few  formally-trained  personnel  in  the  worTc  force.  In' 

'  ['        ■  ■      •  ^         *  '         *  .  • 

1970»  th^  number  of  formally-trained  was'  ohjy  9,200  in  the  U.S.;  -or  less  than 

lOZ^of  the  overall  active  supply^  (lli2,000).    The  number  of  formally-trained 

dental' assllBt ants  is  projected  to  re^ch  ^71,530  by  1990;  '  The  division ^of 

Dental  Health  (BHRD)  has  projected  thie  overall  supply  of  active  dental 

assistanta\o  reach  170,*80ft  by  1990.  ^^ese  two  projections^  suggest  that 

the  proportiop  of"  formally-trained  assistants  wij.1  rise  substantially  over  the  j 

next  fifteen  yjears.     Such  an  occurrence  is  Indeed  possible,  since  dental  ,  . 

assistants,*  who  'histori'^ally  have  been  largely  trained  on  the  job. 


are*  now  •  % 


evidencing  d  marked  trend ^ward/ formal  training".     Illustrative  of  this.    *  ' 
recent  trend  is  the  growth  of  Mental  assistants  programs  in  the  past  decade. 
The.  number  of  students  in  dental  assistant  programs' has-  risen  f  ro^*  at^out  • 
^•1,000  in  1962  to  over  5,000  iji  1970,  and  over  7,OeO  in  1972.        '  * 

In  California,  over  forty  formal  training  -sites  for  dental  assistants  were 
identified  by  the  State  Department  of  Education  In  1973i.     (See  Table  VI-26>  -  * 

Thus,  it  il3  imperative  to  review  very  carefully  any  proposal©  for  increased 

■   •      .,  :       '  -  )    \  * 

programs  for  auxiliaries,  with  an  eye  towards  the  J Sbs  available  in  majrket^laCe 
^for  both  dentrifl.  assistants  and  hygieiiists.    ^      ,  ^  i 


•  ■  -,•   .     ■■■  ; 

^         TABLE  VI-26 
CALIFORNIA  SCHOOLS  OFFERING  PROGRAMS  IN  DENT 


SCHOOL 


CITY 


Adult  Training  School 

^  ^anco ck  College  / 

«Aadoh  Medical-Dental-  c 
Nursing ' College 

Athena  School 

Bakersfield-  College 

'  Bay 'City  College  of 
Dental-Medical  Assistants 

aii^  College 


kir  College- of  Medical 
Derital  Assistants 

Blair  College  of  Medical 
&  Dental  Assistants 

f^air^  College  of  Medical 
Df^ntal  Assistants 

Brair  Cojl^e  ^f  Medical 
y  Dental  Assistants 

,  feryman  School  * 

Bryman  School 

Bryman  School  > 

Bryman  School 

Bryn^qn  School  \ , 

Bryman  School^ 

Bryman  School 

•  firyman  Sch)o\)ls 

^Bryman  St:hool  / 

Easiness  Instit^ute  of 
Orange  ^o^ty    .*  •  , 

Cabrillo  College  > 

^  Calif,6nUa  Collegeffof 
Commerce  '  t 

Califortjia  doHege  of  , 
Dental  Training  - 

;  ^Ca  i^fej*^  ad  emy  * 

Casa  Lopia  College         '  • 

Central  City 
Occupational  Centet  ^ 

Cerritd^  College^  \ 


Palmdale 
Santa, Mar la  . 

San-  Jose 
Long  Beach 
Bakers^f  ield 

San  Francisco 
Costa  Mesa 

Gl^endale 

Lawndale 

Long  Beach 


/ 
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Downey 
Alhambra 
Ahaheim 
Long  Beach 
<>Los  Angeljss 
Sacramento 
San  Francisco 
San  Jose 
Santa  Monica 
Torrance 

Santa  Ana 
Aptos 

Long  Beach 

L09  Angeles 
iSan  Franc^iaco  V 

m 

Pacoima 

Los  Angeles"^ 
Norwalk 
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Ch4bot  College 

Cha^fey  ColV^^ 

Citrus  College 

1^ City  College  of,  S.  F.  ' 

College  of  Alameda 

.College/ of  California 
Medical  Affiliates  \ 

College  of  Matin 

College  pf  San  Mateo 

Contra  Codta  College 

Foothill  College 

Fresno  Technical  College^ 

]^ullerton  Junior  College 

Galen  College  of  Medical  " 
&  Dental  Assistants 

Grossmont  College 

Lawton  School  ' 

Lawton  Sfchool      I  ,  ^ 

Lawton  School 

Lawton  School 

Loma  Linda  University 

Long  Beach  City /College 

Lgng  Beach  Valley  College 


San  Francisco" 
Alameda 

San  Francisco 
Kentf ield  . 
San  Mateo 
San  Pablo 
Los  Altos- 
Fresno 
Fuller ton 


Fresno 


El  Cajon 
,  Beverly  Hills 
.^alo  Alto 
-Encino 

Santa^Ana 
^  LoM  Linda' 

Long  Beach 


of  tIedical-Dental  Assistants  ^  Long  ,Seach 

Los  Angeles  City  College 

Merced' A^ult  School 

Merced  College^ 

Mid-State  Business  College 

Modesto  Junidr  College 

Monterey  Peninsula  College 

Orarige.  Coast  College 

Pacific  College  of  Medical 
6t  Rental  Assistants  ^ 

Pacific  Union  College 

Palomaisk  College 

Pasadena  City  College 


Los  Angeles 
Merced 
Merced 
Mbdesto  «^ 
Modesto 
Monterey 
Costa  Mesa 


San  Diego 
Angwin 
San  Harcos 
Pasadena**  - 
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TABLE  71-26 -cqnt^.niied       '*  ^ 
CALIFORNIA  SCaOOJ^S  OFFERING  PROGRAMS  IN  DENIAL  ASSISTING 

.    CITY*  " 


Reedley  College 

tllo  Hx)ndo  College 

Sacramento  City  College 

Sacramento  College  of 
Dental -Medicab'Assiatants 

San  Bernardino  Cbllege  of 
Medical  &  Dejital  Asstst 

San  Diego  College^  fpr 
Medical  &  I^entaJT  Assts. 

San  Diego  Evening  College 

San  Diego  Mesa  College 

San  Jose  City  college  . 
.  i  r  ^- 

San  Jose  College*  pf 
Dental-Meidical  Assistants 


X 


Repdlsy 

Whittier 

Sacramento 

•  ^  , 

Sacramento 

San  Berparding ' 

f 

San  Diego 
San  Diego  * 
San  Diego 
San  Joae 

Sail  Jose 
Santa  Barbara 


Santa  Barbara  City  College 

Santa  Rosa  Junior  College      5anta  Rosa 

Southern  Cal.  ^College  of 
Medicaids  Dental  Assts. 


( 


Southland  Cpllege  of 
Medical  &  Dental  Assts. 

Southland  College  of 
Meflical  &  Dental  Asdts: 

Stanford  MedicaJr^  Center 

Ventura  College 

Western  College  of 
Medical  &  Dental  Assts. 

■  *j 


Anaheim 

Downey  ■ 

Montebello 
Pald^Alto 
Vent  I 

.  Van  Nuys 


( 


Source:    Californifi  State  Depratment  of  Education  -  1973, 
Courses *Offere(L  by  California  Schools « 


•        S  CLINICAL-  yRAINING  SITES 


•The        art  men  t  of  Healthy  Education,  an^l-Welfare  for  the  purpose  of 
allocatingvlfationar  Health  Serylce  Corps  personnel,  has  determined  that 
there,  are  only  thre6  areas  Iri  California  underserved  by  their  standards. 
Two  out  of  the  ^hree  are  in  remote  lopations  on  Jndian  reservations. 
^       Various  'incentive  meclianisms  are  investigated  to  bring  individuals  ' 


4 


into  the  more  remote,  location?  to. provide  service.'  Review  of  the  locations 
for  de^t^al  s'choold  and  dental  ^auxiliary  training  programs  indicatives  a^  . 
fairly  br^ad  xiistrlbution  tlirolighout  the  State;     In' additfion,  some  of  the 

dental  schools,  by  usin3  elthfer  mobile  of  fixed  location  clinics,  take 

\  it 

their  students  into  the  community,  bofh  rural  and  urb&,*  where  the 

.  ■  ^^  .  '  > 

individual  dfent^  studeilt  gets  an  opportunity  to  perceive;  p'racti<i:e  condi- 
tions in  these  environments. ^ 


<     Xn  a  $700^pj>0.  federal  grant  jtp  a  University  of  the  Pacific  project  < 

entit^ed^S'Teachit^g  fl^tal  Students  l^rimary  Mejiical  Diagnosis  for.  Referral 

^  X      .  ■  "  .  .  ■ 

,in  Emerg^cy 'Services"  ,     dental  students 'are  4:r>ained  in  medical  skills' as 

^an  adjunct  to  dental  slills.^in  the\^flipte  areas  where  physiciai>s  are  not 
available.     Priinar^  medical  skills  will  b^'tatight  to  the  dental  students 
by  resident  physicians  f  rom  ^he    Pacific  Medical  .Center  who>^wiJ.l  be  ,on  ro- 
tation at  a/clinic  in^^llk,  a^  small  community  on  the  Pacific  coast  about^lOO 
mile?  north  o^  San  Francisco  with  no  resident  physicians,.     So  with  the 
cooperative  effort  betwee^i  the  medical  ahd  derital  programs  and  a  newly  ' 
est ablished^^biilapce*  service,  ^  the  approxlma;te  3,000  jresiddints  of  the  area  , 
around  Elk  will  have  24  hours  and  365  days  access  to  emergency  medical  and 
dental  care.  * 

/    -  ■ 
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Experinientar  programs  like  this  should  be  encouraged.    No  additional 
sites,  however,  have  be^n  identified  at  this^  time  for  Immediate 'develop- 
me.nt  for  ney  clinical  training  programs.  ^       -  '  ^ 
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6.  ,  iffiCO>MENDATIONS  • 


It  Is  recommended  that: 


EKLC 


!•  ,  The  state  of  California  .tnaliitairi  ^  on  a  contjjiuing'basis  a  health  man- 
power  intelligency /system,  tAat  is  responsible . for  collecting,  collating 
and  analyzing  data  and  information  required  to  monitor  dentist  and  ' 
'dental  auxiliary  manpower  and  dental  education  trends  systematically. 
'It  is  recommended  that  thts  be  a  joint  effort  between  the  California 
Postsecohdary  Education  Commission ,  the  Senate  and, Assembly  Re« 


search  Of f ices ,^ the , Health  Manpowet^Unit  of  the  State  Department 
^  of  Health,  the  regional  health  sVstem  agencies  in.  the  St^te  and 
the  .Department  of  Consumer  Affairs.  .  ' 


^Thdre  should  .be  incentive  programs  to,  encoura'ge  the  dental -pro- 
fession to  utilize  dental  auxiliaries  tto  implement ' preyentive 
\.   dental  cai:e  programs  in  ^he  schools  and  determine  ^if  they  are  a  ' 

cos^-effective  means  of  dealing Vith  dent^i  disease.  ,  <^ 

3. *t  Support  should  be'  given  to  demonstration  projects  , to  try  out  and 
evaluate^  the^degree  of  increased  ^productivity  by  utilizing  expanded 
duty  auxiliaries' in  private  office  settings,-  *  x 

ft  4.     Encouragement  should  Be  given' ttf.  the  (development  of  educational 
-  outreach -program^  for  dentists  throughput  the  State.     Emphasis  - 
should  be  given  to  emergency  primary  medical  care  diagnosis    •'  , 
tr^ning  for  dentists  in  underserVed  areJs  as  provided  by  the 

r     University  of  Pacific,  Dental  Project  in  Elk.  ^ 

-   ^   ^"      '  ■  '  ■ 

5.  ..The  entering  class  /enrollment  for  dental  students  in  University  of 


Jialifotnia  schools  should  be  limited  to  an  increase  of  no  more. 


than' 20  proje'Sted  for  U.C.S  .F.  »s  program.     In  1975,  the.  total 

453  '  •- 
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.enrollment  of  the- e^itering  class  -for  the  two  Univyfersity  of  California  den 

tal  schools  wai3  194.    Based  upon  the  rat:*e  of  indrease  6f  the  projected  • 

'  *        ■  -  ,   .  ^ ''  ^  / 

C^ilifomia  population  jtt^  6.85%  fo^r  the  1975-80  .period,  the  reconnnende'd 

,       •  »  ••  „  •   *  •  ' 

entering -class  for  the  two  schools  would  only  be  208'  for  1980/   The,  addi- 
tional  smaj^l  expansion  may  be  Justified  for  an  increase  of  educational 
opportunities.  /        y  .  * 

It  is  projected,  however-  thatir'the  total  number,  of  licensed  den- 

^      -  : : '  '         ^  ' 

tists  vill  increase  ^rom'12,529  to  14,433  from  1975  to.  1980.     The^  ratio* 
,  -  ■  ■      ■     ■    »     ■  '  <     •       '  / 

of  dentists  per  100  ,OpGL  population  will  therefor^e  increase  from- 59  tO;63 
"  •         -\      *  •  •  , 

■per  roO.,000.  "    _  ,'  '  ' 


s 
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VII.  PHARMACY 

V 


1.   .INTRODUCTION  AND  SUMMARY 

California  has  three  of  the  seventy-two  schools  of  pharmacy  in  the  United 

States;    the  University  of  California  at  San  Francisco  (UCSF) ,  the  University 

of .  the  Pacific  (UOP) ,  and  the  University  of  Southern  California  (USC) /  These 

1  .         ^        ^  \  • 

three  schools  awarded  4l7  ^)hannacy  degrees  (or  5.8%  of  the  national  total)  in 

the  academic  year  1974-75^.    Between  1966  and  1970,^  there  was  an  inprease  of 

afiwit  87%  in  the  pharmacy  degree^  awarded  by  these  three  California  schools. 

.  By  the  academic  year  1976-77,  the  three  schools  should 'be  graduating  a  combined  ^ 
'tot>al  of  about  450  pharmacy  students.  •  -r 

In  a  1973  analysis  clf^adtive  California  pharmacists »  it  was  established 
tha^  approximately  54Z  had. been  trained  in  otl\er  than  California  schools.  In 
addition,  the  enrollment  in  the  three  California  schools  of  pharmacy  is  predom- 
inately  California  residents  (the  1975-76  entering  class  was*  only  7}r  <^t  of 
state  or  out  of  country).    The  same  1973  study  showed  that  the' average  age  of 
California  pharmacists  was  quite^young,^  that  is  41  years  of  age;  and  ^he      -   •  * 
average  work  week  was  45  hburs.  •  Generally,  these  di^ta- suggest^  favorable 
supply,  of  pharmacists  in  the  near  future.  * 
It  is  difficult  to^  project  future  demand  for  pharmacist  services' in  the 

^United  States  or  Caiifornia.    There  is  no  general  consensus  as  to  what  r^son-  ^  ' 
able  pharmacist-per-population  ratio  should  be  sought.    At  the  present  time, 
distribution  of  pharmacists  in  Calif orn;U  is  quite  good,  with  only  one  ri/ral .    '  • 
county  not  having  at  least  one  resident  licensed  pha^nnacist  In  1975.^  Thi^ 
distribution  o^  pharmaty  practice  is  apparently  a  function  of  consumer . demand,  ' 

.  since  about  75%  of  the  California  pharmacists  are  wofkiiig  in  a  co^tinlty-based 
(independent  or  chain)  pharmacy  setting,    I|l,  however,  a  national  health  insiir- 
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^ance^^ogram  is  ihsltltuted  the'increase  in  prescription  drug  coflsumgtion 

^  -* 

Is  estimated  *at  6  to  26%  and  this  could  significantly 'impact  upon  pharmacist 
-  ^         •  '  r 

manpower  needs  .r         ;  ^ 

\  TheTe  are  several  major  issues  which  rela4:e  to  projecting  future  pharmacy 
manpower, and  recommended  educational^entollments  for  Calif otnia.    These  are 
briefly  outline^  hikgw:  ^     ^  ' 

a.  ^  Uncertainty  regarding  whether  pharmacists,  are  underutilized*.  Eighty- 

'  f i-%  pertent  of  the  pharjnacists  in  California  repoijttfd  spending  some 

A  .   •  ^  ^  \ 

time  in  dispensing  prescriptions  and  69,%  spend  over  half  of  their 

time  in  thi3  function.     This  rssue  relates  to  whether  the  highly  X 

educated  professional  ^phayinacist  migTit  ^liot  be  more  ' e|f  ectf±y<fely  kn^ 

V.    ef^ciently  useii  in  more  extended  roles,  particularly  clinically 

oriented  ones.    There  appeard  to  be  insufficient  information  regarding 

the  impact  of  using  the  pharmacist  in  an  extended  role  upon  the 

<      efficacy  of  the  pharmacy  and  overall  health  care  delivery  systems. 

b.  Insufficient  information  with  respect  to  the  desirability  and 
appropriateness  of  training  pharmacy  technicians  to  perform  speci-^ 

*  ■  *fied  reallocated  tasks  of  pharmacists  in  the  preparatio^  and  dis- 

tribution of  medications  under  the  supervision  of  pharmacists.    At  ♦ 
the  present  time,, there  is  only  one  experimental  project  in. Calif- 
ornia        wfiich  relates  to,  training  of  pharmacy  technicians  ^located  / 
at  the  use  County  Medical  Center. 

c.  Uncertainty  regarding  the  futuife.  of  clinical  pharmacy  in  the  pharmacy 
^      .profession.     The  Report  of  the  Study  Co«aission  on  Pharmacy,  1975 ^''^ 

*      ■  ■  '  f.  ^  _ 

J  which  was  commissioned  by  the^  American  Association  of  CMleges  of 

r 

Pharmacy,  indicated  that  the  future  role  of  clinical  pharmacists  in 
various  health  Settings  is  uftclear,  and  even  admitted  that  no  con-  / 

^  ■  ■458  -     ■     •    4^0  ■  I 


sensus  presently  exists  for  the  definition  of  this  professional 

specialist.    A  rapid  shift* to  the  ttaining  of  clinical  pharmacists 

♦  ■  ' 

who  serve  essentially  in  new  roles  might  cl^^e  pharmacy  position 
openings  in  traditiojiaX  dispensfng  roles.    Unless  of  course »  certain 
traditional  pharmacist  responsibilities  were  shifted  to  technicians. 
-It  would  seem  appropriate  for  the ^Calbrornii  schools,  with  their 
latgeMJoctor  of  Pharmacy,  programs,  to  provlqe  , research  and  experi- 


mentation  leading,  to  clarification  of  the  clinical  pharmacist's  role. 


;i  ■ 


ASLso,  if  pomprehensivji  JiealtJ;x  gervicea  continue  tor;become  mor'e^pr- ^ 
f  V.  ganized -and  fns»tutionalized  in  the  U.S.V  and  there  1-6  a  growing! 
acceptance  andfdemand  for  clinical  pharmacists,  California  may  > 
experience  an  overall  decrease  in  pharmacist  supply.    This  d^cre^e 
in  pharmacist  supply  might  occur  as  a  result  of  California's  pt^sently 
•    training  the  largesjt  propot-tion  of  the  clinically  oriented  Doctor 
of  Pharmacy  students'.  ► 
The  major  recommendations  regarding  pharmapy  education  for  consid^Hl^on 
by  the  Postsecondary  Educatidii  commission  are: 

a.  the  development  of  experimental  health  manpower  training  and  re- 
training projects  for  extended  role  pharmacists  and  technicians  in 
a  variety  of  community  and  educational  settings, 

b.  Kongoing  analyses  of . the  .impact  of  increased  prescription  drug 

consumption  as  a  result  of  National  Health  Insurance  on  pharmacy  ^ 
/manpower  needs  and  incorporation  of  these  analyses  info  the  design 
for  the  experimental  education  projects  in  "a"  ab^e,  and 

c.  no  additional  enrollments  in  the  stated-supported  UCSF  programs  until 
definitive  results-  ar^available  from  "s"  and  "b"  above  to  develcxp" 
definitive  phannacy  'eduuB^ion  priorities 'for  Callfotania. 
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:  TABLE  VlI-1  ■  ' 

U.S.  SUPPLY  0F  ACTIVE  PHARMACISTS  AND  PHARMACIST/POPUUTION  RATIOS  " 


.•  '  ■              Actual  1970;  Prelected  1975- 

L990 

* 

•  1970  ^ 
number    '  rate 

1975  .  ^ 
number  rate 

* 

•1980  ■  ^ 
number. '  rate 

m5  ^ 

number  rate 

"  :    1990  ^ 
number  rate, 

M  * 

Basic  taethodology^ 

'  2 

Lou  flltprnflt"1  VP  ' 

^  3' 
High  alternative 

12^,300  63.4 

i 

'129,300  63.4 

.133,300  62V3 
133,800  \  62.3 

146,100.  64.4 

1/.C  CC\f\          CI  n 

145>d00.  64.2 
146,900    ,  64.7 

1   

'161,80(j^  '  67.6 
158, 7p0  i6.3 
167,100',  69.8 

1 

.1 

179,900    71.8  ' 

4                AAA                    #A  ■ 

171,^800  68.5 
194,200  77.'5 

*rate  per  100,000  population; 'based  on  U.S.  Census  Report  and  Pi;^ectlons,  resident  population:  . 

■    1970  -  203,805,.o(o;  '     '  " 

.^     •  1975  -  214,863.000  , 
.  „.'.'  a  1980  -  226,934^00 '  .  ,  "    ^  '       •     ■  •  ' 

>  '..  '  .»     "  ■  ,v  1985^-  239, 32MO0  .  ,  ' 

5   '  '  .  4    ■      .         1990  -  250,630,000  - 

■  Three  methodologies  were  used  to  account  for  the. Impact^  future  funding  on  first  year  pharmacy 
school  enrollment:,  ^ 

■       '■     ,  ■  /     V.  ■  .  ■ 

^       1  -  assumes  a  moderate  kcteaae  In  enroUnent  .  . 

I  ,  ,       2  -  assumes  a  stable  enrollment  remaining  at  the  1974-75  level  4  . 

;      3 -assumes  a  higher  Indjfease,  slightly  more  than  2Ji>  times  that  of  the  baslcmethodology 

'  ■  ■  ■  '  ■      ^  •  ^ 

Notes:  Figures  Include  all  active  pharmacists  in  the  50  States,  the  District  of  Columbia,  Puerto  Rico,  and  the  Virgin 
'  Islands.. 

Projections  include  all  pharmacists  -active  on  1/1/71  £lu8  the  estimated  number  of  graduates  for  the  twenty-year 
perldd  minus  the  estimated  number  of  pharmacists  lost  due  to  retirement  'and  death; 


5°"^^^=  The.  Supply  of  Health  Manpower,  ,1970  Profiles  and  Prokctions  to  1990,  U.S.  Department  of  Health,  Education  and 
Welfare,  December  197,4,  cahpter  7.  \        .  - 
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Licensure  Pata,    In  1970,  there  were  approximately  129,300  phaifaiaclsts  In 
practice       tfie  United  States.    Over  the  pas4  forty  years  ,the  number  of  active 
pharmacists  has  Increased  by* about  45,000  or  about  50% •    However,  the^^ ratio*  of 
active  pharmacists  to  pofiulation  decreased  during  this  peri^od  from  68/100,000 
in  1930  to  62/100,000  in  1971.    Currently,  it  is  estlihated  thaft  there  are 
133,800  active  pharmacists  (or  a  ratio  of  about  62.3/100,006)f in  the  country. 
This  supply  Is  projected  to  Increase*  to  146,100  in  1980  (producing  an  estimated 
ratio  of  between  64.2  and  64.7  per  100,000)  and.  179,900  in  1990  (producing  an 
estimated  ratio  of  between  68.5  and  77.5  per  100,000).^^^  (Table  VII-1) 

^       ■  ^  ;._->■. 

In  1970  the  pharmacist  to  population  ratio  in  California  was  reported  to 
be" 60.9  (as  opposed  to  the  national  average  ratio  of  61.0).    Calif ornic^  ranked 
28th  nationally  in  the  pharmacist  to  population  ratio.  ^"^^^ 

By  January  1972,  the  National  Association  of  Boards  of  Pharmacy /Nation&l 
Center  for  Health  Statistics  reported  the  ratio  to  be  62.7  in  California. 
It/ was  redjkn^y^stimate^  that  the  ratio  has  now  increased  to  over  63.0.^^^^ 


TABLE  VII-2  .\ 
LICENSED  PHARMACI SIS  IN  (|ALIFORNIA  .BY  COUNTY 


TYPE 


•HARMACIST 


Alameda  ^ 
"Alpine 
Aniador  ^ 
Butte-^  ^ 
Calaveras 
Colusa 

^on'tra  Costa 
Del  Norte 
El  Dorado 
Fresno 
*Glenn 
-Humboldt 
Impetial 
Inyo 
Kern 
Kings 
La^e 
La's  sen 
Los  Angeles- 
^^adfer^  .  r 
Marin 

Mariposa  •'^ 
Mendocino 
Merced  \ 
Modoc  • 
-Mono 
Monterey 
Napa 
Ne\^da 
Orange 


•  .557 
9 

'  12 

11  - 
391 
6/ 

35 
285 

10 
'  54 

28 

12 
175 

25,- 

15 
9 

3, '7  58 
27 
,185 
2 

"•27 
47. 
5- 

'  2 
^  IZO 
51 
21 
1,088 


r 


) 


31 
33 

« 

34 
35 
36 
37 


Placer  . 
Plumas    '  ' 
Riverside 
Sacramento > 
San  Benitb 
San  Bemadlno 
San  Diego 

38  San  Francisco 

39  San  Joaquin 

AO    &an  Luis  Obispo 
'41  '  San  Mateo 
42    Santa  Barbara 
■  43    Sadta  Clara  * 
44    Santa  Cruz 
45^  Shasta 
46'    Sierra  ^ 

47  Siskiyou 

48  Solano 

49  Sonoma 

50  Stanislaus 

51  Sutte? 

52  Tehaha 

53  Trinity 

54  Tulare  . 
^5(^  Tuolumne  ' 

56  Ventura 

57  Yolo 

58  Yuba 

59  Out  of  State 

60  Out  of  Country 

Prefix  Count 


12/30/75 

52  - 
15-  . 

245.. 
42^. 
A.,  12 
278* 
681 
"  :  613^  ' 
255'  - 

81 
3^9  • 
163 
'625  .  , 
104 

49 
»  3 

2S 

62 
159 
141 

25 

10 
5 

112 . 

17 
205 
45 
19 
1,836 
.  5-^  ■ 


13,751 


"Souif ce :     Board  of  Pharmacy . 
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,    jThe  CallVornka  Board  of  Pharmacy  .reported  aiT  ot  December  30,  1975^^^  that 
there  we?^3,751»  llc(pn8.ed  pharmacists  in  California, ^f  . which  l,^36>wfere  out 
of  State  and  54  were  out  of  country  (leaving  a  total  <yf  11 ,861) .  Va  study  .of  " 


:al  <yf  11,861).  /A  study  .ol 
.California  pharmacists  in  1§73  .showed  that?  approximately  87%.  of /the  -  licensed 


•pharmacists  living  in  the  State  were  professionally  active.^  ^  Therefore  we 
can  estimate*  that  presently  there  are  about,  10 , 320  active- phatmacists  Call- 


ornla.  v  ,  -        '         ,    \        •  '  . 

The  distribution  oJf  pharmacy  licensees  in  Califoriv^La  appears  to  be 

reasonable,  with  only  one  rural  bounty  not*  having  at-  least  on^^^e  si  dent  phar- ' 

^    •  (4)  ^    '  '      'h^  J 

macist  as  of  1975.     V  In  1973  there  were  329  pharmacisits  in  .acft.iWte  practice 

in .18  rural  California  bounties. ^   Unlike  certain  other  health  pro fessic^s,  the 

location  of  practice  is^  apparently  a  function  of  consumer  preference  and  demand 

rather^ than   provider  convenience.  ^    ^        \  ^ 

Migration.    A  significant  percentage  of  California's  pharmacists' are 

trained  out  of  state.  ^  Table  VII-3   shows  that  in  1973  approximately  48%-  of 

the  active  pharmacists  in -California  completed  their  profess iqnar  ^ducatidn 

(first  pharmacy  degree)  in  out-of-state  institutions. 


-     )  TABLE  VII-3 

/     •  «.       ..         '  J 

.  NUMBER  OF  ACTIVE  RESIDENT  PHARMACISTS  ' 

BY  SCHOOL  GRANTING  FIRST  DEGREE  -7  CALIFORNIA,  1973(^2) 
'  V     '        .  ,     '    ^.      ^       '/   .  .  - 
Pharmacy  School  Active,  Resident'  Percent 

Pharmacists 

 ■  :  '  -    ■   ^ 


University  of  So.  Calif.  2343  ^ 

University  of  Calif. -S.F.-  -  2052  '    -  45.6^ 

Univ€):sity  of.  the  Pacific  -   -  ^  791 


;  Univei-sity  of  Arizona  416 
Oregon*  State  University  ,  379 

Idaho  Statte  University  3S9 

University  of  Utah  .    .  '  297  -    -  ^^-^ 

University. of  Colorado  216\ 

Other   3819 


Not  reported    >  ^    /    681    -  ^    ^  ^  6  "5" 

TOTAL    ,  ~  \  11363  ^  -    100 !o 
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TABLE  VIIM 


V  •  ,  DEGRES?  CONFERRED ^Y.  CALIFORNIA  SCHOOLS  AND  COLLEGES  OF  PpMACY  1966-1975 

'    •  V     'ANDiROJECTED  FOR  1976  and  1977 


V 


4> 


•  1 


1966 

1967 

1969 

I 

1970' 

■!l971jf 

1972 

1971 

1 

r  

1974  ■ 

1975 
s 

r_.  , 

i 

Tot^s 
1966-75 

1 

n 

/  Projected 

17/  u 

U.C.S.F,  ■ 

'b.s.\.' 

•  Phim..  D. . 
M.S.-  •/ 
Ph.D.' 

it 

10 

62 

/  4 

A^-  

79 

•71 
•  2 
6 

1 
/ 

■  ^1 

6 

,86 
1 

'  '  5 

83 

.  6. 

( 

.78 

• 

v'84 
1 

t 

7 

1 

V 

'  .  788 
14 
72  ■ 

97 

/ 

.Total 

91 

,66 

92 

79 

'  88 

92 

89  ■ 

87 

99 

i  91 

,  874  ' 

93 

9) 

0.  0.  P,*  , 

B.S.  *, 
Pharm.  D. , 
M.S.  • 
Ph.D.  • 

3- 

59 

.  '3 

62 
2 

56 

/ 

^78 
.  22 

71 

,  30 

60- 
36 

127 

,91 

^ — 

62, 
130 

• 

■  45 
152 

■  662 
470 

42 
162 

na 
na 

Total 

J5 

,^2 

64 

57 

^  100 
•*  , 

101 

1 

96 

218 

197 

1132 

;205. 

/' 

.  na 

UlS.C. 

1 

b".s. 

Pharm.  D, 

M.S. 

Ph.D.' 

99 

-1" 

93 

  1  _ 

122 
2 
1 

82 

'  96 
 3_ 

.114  ■ 
11  ■ 

99 
9 

113 

' .  10 

1314 

121- 
-  11 

.  1070 

*     4  J 

— il 

/  ' 

/ 

,125 
12 
4 

- 

144 

■  11 

2 . 

/.Total 

99 

93 

125 

82 

99 

125 

108 

123 

131 

132 

1117/ 

/ 

•  141 

157 

Totals  - 

235^ 

221 

2,81 

ii8 

^287 

* 

318 ' 

293 

.428  ' 

422 

420 

1 

3i2'3 

/ 

/ 

/ 

— 

,439 

froi-data  submitted  to  the  Caltfomia  Health  Manpower  istudy  Office  by  the  individual  schools, ^Spring  '76. 


EAroJ.lment  -Data.  *  According,  to  the  Amer^n  Association  of  Colleges 

of  Pharmkcy,  there  ^are  approxiiiiately  7*2  schools  c^f  pharmacy  in  the^  continental 

United  Statea.  .  These  schools  awarded  6^246  baccalaureate  degrees  in:  the 

1974-75  academic  year '(an  infcrease  of.  752  or  13.7%*  over  the  1973-M  to  till)  . 

In'  addkjfc^on,  339  masters  degrees  Ca  one-year  increase  of.  5.9%)  and  189  Ph.D. 

'degrees  (an  increase  of  A -degrees  in  one-y;^ar)  were  awarded  in  1^74-75.    A  • 

total  of  313  Doctor  of  Pharmacy  degrees  were  awarded  nationally  (an  increase 

(2) 

of  19  degrees  from  the  previous  year).,  *  *  i 

The  three  California  schools  of  pharmacy,  the  University  of  California 
at  San  Francisco  (UCfi^) ,  the  University  of  the  Pacific  (UOP)",  and  the  Univer- 

sity  of  Southern  California  (USC)  ,  produced  a  total  of  417  pharmacy  de^grees 

y  •  ,  ■  •  ■     -  ■    -    .      •   ^  • 

in  1974-75  (of  which  38  were .graduate  degrees  to  students  previously ^awarded 

\-   '   .  '  •  '  ^      .         •     ,      '     ■    ^  • 

th^  baccalaureate^ in  pharmacy  degre4) .    The  417  California  degrees  represent 

5^.8%  of  the  total  ;pharmacy  degrees  awarded  in  the  U.S,.  in  1974-75.  The 

three  California  schools  aVarded  only  47  baccalaureate  degrees  (less  than  ^ 

■  / 

1%  of  the  national  -total) ,  13  M.S.  degrees  (3.8%  of  the  national  total),  and  ^ 

■  •  ■     ■  %  ■ 

7  Ph.D.  degrees  (3.7%  ot/the  national  total).    As  in  previous  years  th^ 

three  California  schools  awarded  the  vast  majority  of  the  more  cliniqally- 

oriented  Doctor  of  Pharmacy  degrees  (a  total  of  311  or  99.3%  of  the  national 

total). . 


As>noted  in  Table  yil-*4»the  figures  received  from  the  individaul  California 
schools  da  not.  match  exactly  those  of  the  National  Association*    However,  the 
perceh^tages  remain  the  same  except  for  the  Doctor  of  Pharmacy  degree,  which  . 
shows  a  total  cj/f  351  degrees  conferred.     This  is  more  than  the  total  national 
figurfe  supplied  by  the  National  Association,  but  H^ichever  figui:es  are  used, 
the  California  schools/still  produce  the  largest  percentage  of  Doctor  Qf^ 
Pharmacy  degrees.  '  '  . 

465  . 


In  1969-70,  799  studeiits- were  enrolled  in;^e  last  three  years  of  the 

professional  program  in"  California's  three  schools  of  pjiannacy.    By  1974-75, 

■  ■  '  "  ■   ,  ^      '  '•^  ^ 

that  number  had  increased  to ^,1,234,  an  increase*  of  apj)roxiinately  55%/^^  (Table 
-  .      •  . '  '  '  -       ' '  ■  '      •     ■    •      • ,  •.,  ■ 

jn;rt-5)  .".     PhafTnacy«.degree8  conferred  pyet  ,av ten  year  period  by  UCSF,  UOP,  and 

use  may  be  seen  in  Table  VII- if.  During  this  period  of  time  the  Wber 'bf 

deg^rees  awkrded  increased  approximatfely  87^,  with  the  largest  program'  expan- 

sion  taking  place  at  the  private  UOP.    By  the  academic  year  1976-77,  the  three 
'  ■        '      /  '    '    '  ■     '  '     '  .     '  ^ 

schools  should  be  graduating  a  combined  total  in  excess  of  450  pharmacy 

degrees.  .  „       .       '      '  ■ 

ix.  i^.  obvious  from  this  table  that  UCSF  and  USC  have  traditionally 
emphasized  the  clinically  oriented  Doctor  of  Pharmacy  program,  and-  by  1970,  - 
UOP  followed  a  similar  academic  pattern.     This  is  significant  that  California 
produces  nearly  all  of  the  pharmacists  ""who  are  best  trained  to  work  as  a  ' 
member  o'f  a  clinical  health  team  in  a  variety  of  health  care  getting^.  If 
in  the  near  future,  pharmacists  are  more  widply  utilized  by  ph^sicians^  nurkes, 
etc.,  a  goodly  number  of  California's  Doctor  Of  Pharmacy  graduates  inay  move 
to  Other  areaB  of  <he  country  due  to  increaaaed  demand  for  their  clinical 


expertise. 


/ 


TABLE  VII-5 


ENROLLMENT  AND  GRADUATES  OF  THE , THREE  CALIFORNIA  PHARMACY  SCHOOL? 
^    .  AA6p  ENROLLMENT  REPORTS,  1970/  75,  &  77  ^ 


Enrollment  for 
Last  Three  Years 
of  Professional 
Program 

%  Increase 


1970 


799 


1975 


1234  X 
+55% 


1977 


Graduates 
%t  Increase 


294 


376 
+28% 


452  . 
+50%  " 


Source:    American  Association  of  Colleges'  of  Pharmacy. 

'~      ^"         ,  ■    ,  Sao 


'      Supply,  and  In-mtgratlon  Projecfclons.    The  methodology,  for  projectltig  the 
future  sujjply  of  pharmacists  In  California  is  described  In  Appendix  D,  togethe 
with  a  base  case  projection  in  which  observed  past  patterns  and  trends  are 
assumed  to  cpptinue  into  future  years.     In  this  projection  methodology, 
estimates  are  made  of  expected  losses  or  attrition  in  the^  existing  (1975) 
supply  05^ pharmacists,  as  are  expected  gains  or* additions  from  new  California 
graduates  and  new 'in-ml^rat ions .    A  summary  of  the  base  case  projection  is 
shown  in  Table  VII-6.      '         '  j 

  Table  Vll-a  Base  Case  Projection  of  California  Pharmacists  (28) 


0  _ 

1975 

1980 

198^^ 

W90 

Total  Licensed 

■                  .       » ■  ■  - 

11,801 

13,769 

16  ,-L95 

•      .  18,961 

Total  Active  ^ 

10,319 

11,979 

14,090  . 

16,496 

From  1975  Supply 

8,926 

7,757 

6,641 

Immi*g.ration 

■  r,i97^ 

^       ,  2.499^ 

3,926 

New  Graduates 

1,856 

3,834 

5,929 

Pharmacists  per  100,000 

48 

52 

59 

63^ 

a.     Educational  Output 
In  this  base  case  projection, it  was  assumed  that  the  future  rate  of  growth 
in  Callfotrt^  pharmac^j^-^^j^ation  programs  would  be  equal  to^the  rate  of  growth 
for  the  United  States,  as  estimated  in  reference  27.   The  annual  rate  of  growth 
Js  as  follows:     .018  for  the  1976-80  period,  .015  for  the  1981-85  period,  and 
015  for  the  1986"90  period.    Although  "lower  than  recent  California  experience, 
hlch  averages  about  three  percent  (compounded)  for  the  1971-75  period,  thes^  ' 
rates  of  growth  were  chosen  to  provide  a  basis  of  comparison  with  th6. results 
for  the  United  Statfes;  as  shown  in  Table  VII-7  on  the  next  page. 


Table  VIi-7  Comparison  of  United  States  and  California  ?a8t  and  Base  Case 
—  Projected  Future  Supply  of  Active  Pharmacists  (28) 


United  States*  >  California 

Active         Pharmacists  Active  Pharmacists 


Pharmacists            100.000  Pharmacists  per  100,000 

1969                   124,486                 -  .11,600*  59 

1973    ■         V   132,899             .    -  12„,500*  --  60 

1975        .           f33,a0ff              "62  '  10,300**  •  48 

1980                   146,100  '  •      64  12,000 

1985                   161,800                .68  14,000 


52 


57 


1990  179,900        ,     .     12  16,500        .  63 


*    Source;  DREW,  The  Supply  of  flealth  Manpower.  December' 1974. 
**  California  Board  of  Pharmacy 

■        /      ■    ■     '  ,      .   '    ■  '    ■  - 

;      ^These  results  indicate  that  the  assumptions  for  the  base  case  proje^ction 
described  in  Appendix  D  may  not  be  fully  compatible  with  the  methodology  and 
assiinjptions  used  in  the  national  projections',  as  indicated  ty  the,  fact  that 
the  rate  pf  growth  between  1976  and  1990  in" the  number  of  acJtive  pharmacists 
for  California  (4. OX  per  year)  is  -significantly  greater  than  that  for  the  U.S. 
as  a  whole  (2.3)  .  .  The- source  of  this  difference  is  not  entirely  clear  from 
tKe  limited  methodological. information  published  in-refAence  27.  However, 
since  the  rate  of  growt^  in  graduate  output  is  identipal  for  both  the  Cali- 
fornia and  the  U.S.  projections,  the  source  of  this  difference  must  lie  ' 
either  the  age-specific  rates  of  attrition  used  in  the  California  model  ot 
the  migration  rates  assumed..'         .  .  -  ^  j 

In  addition,  there  is  a  major  difference  between  the  Califprnia  and  phe  ' 
U.S.  ratios  of  ^pharmacists  per  100,000,  as  shown  in  Table  VII-7.    The  source  of 
this  difference  is  the  fact  that  the  1975  number  of  ^icenfied  pharmacists 
reoferted  by  the  State  Board  of  Pharmacy^is,  for  some  reason,  18%  less  than  . 


that,  report €^d  by  the  National  Boards  of  Pharmacy  In  1973.    Thus,  the  large 
difference  In  .the  fatlos  is  due  to  a  difference  In  data  sources,  and  these 
differences  should  not  be  taken  as  an  indication  that  California  has  a 
significantly  lower  ratio  than  the  national  average. 

.  The  actual  rates  of  gtowth  In  future  educational  output  of  trained 
pharmacists  In  the  state  of  California  Is,  -ik  fact,  likely  to  deparr  from 
the  national  average  and  will  be  determined  In  part  by  State  pbllcy.  However, 
as  stated  above,  the  methodology  employe'd  for  projecting  future  supply  can 
be  xised  to  examine  the  Impacts  of\alternatlve  assumptions.  ;,  A  complete  de- . 
acrlptlon  of  the  sensitivity  analyses  performed  on  the  Impacts  of  various  . 
assumptions  Is  contained  In*  Appendix  D.    A  summary  of  the  results  of  the 
Impacts  of  changes  In  educational  output  considered  In  this  appendix  Is  shown 
In  Table  VII-8. 


.  TABLE  VII-8  *  • 

Sfcsltlvlty  of  Future  Pharmadlsts  Supply  to  Future  California 
Educational  Output  (28)  .  .  -   ■  : 


Change 
In  Growth  ' 
Ra/te 

1985^ 
California 
Graduates 

Active 
Pharmacist* 
per  100,000 

.  Number 

ChanKe 

Number 

Change 

Base  Case 

483  . 

57 

Alternative  #1 

-  +2.5% 

622 

'  +29% 

59 

+.035% 

Alternative  #2^ 

+5.0% 

790  -  • 

+64%  ' 

62 

+.088%\. 

Alternative  #3 

+10,0%  . 

♦  1,259 

+1.61% 

67  it 

+.176% 

t  These  results  show,  aa  would  be  expected,  that  the  future  California  supply 
of  pharmacists  Is  quite  sensitive  to  the  rate  of  growth  In  educational  output. 
Each  percentage  of  Increase  In  the  growth  pate  relative  to  the  base  case  rate 
produces  about  a  1.8%  Increase  In  the  number  of  pharmacists  per  100,J300.. 


Table  VII~8  also  lllua^rates  the  significant  implications  for  educational 

oOtput  requirements  of  changes  in  the 'target  ratio  of  pharmacists  per  lOO^OOO. 

4'         *     '        .  '  . 

The  3.3X  increase  in  the  ratio  implies  almost  a -30%  increase  in  the  level  of- 

graduate  output-     Thus,  each  percentage  change  iA  the  1985  ratio  corresponds 

■  ■        •  ■    '   ■  '  '     '*.  •  '      f  •  "  " 

to  about  an  eight  percent  change  ip  output.  j  ^ 

b.    Migration  ^  ' 

From  past  trends  it  was  assumed  in  the  base  case  projection  that  the 

in-migrat ion  rate  of  pharmacists  trained  outride  the  state  would  be  equal  to 

0.2%  of  the  total  number  train^  in  the  United  States  each  year  and  that  the 

retention  rate  for  California  graduates  was  1.0.     As  with  the  assumption  on 

the  rate  of  growth  of  graduate  ojatput,  thehnethodology  can  also  be  used  to 

examine  the  impacts  of  changes  in^migration  patterns. 

Consider,  fitst,  the  in-migration  rate.   ^Table  VII^Q'shows  the  impac^of 

changes  in  the  rate  of  inflow.  '         *  . 

TABLE  VII"9 

Sensitivity  of  Future  California  Pharmacist  Sujiply  to  Future  • 


In-Mlgration 

1985  Active 
Pharmacists 
per  100,000 

\  -    '  ^■ 

Rate 

Change 

Number 

*t  

Change 

Base  Case 

.0020 

57 

,  Alternative 

#1 

.  00i8 

(-')10% 

56 

(-)1.5% 

Alternative 

#2 

.0015 

(-)25% 

55 

,  (t)4.0% 

.Alternative 

//3 

.0010  - 

!:-)50% 

52 

\-)9.0X 

These  results  indicate  that  future  supply  i^  relatively  insensitive  to  changes 
in  ^the  assumed  r^e  of  in^mlgration.     Each  oi:\e' percent  change  in  the  in- 
'  migration  rate  produces  about  .15%  change  in  the  pharmacist  p^r  100,000  f/''' 
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poRul^tlon  ratio.     Thu|(,  a  full  50Z  decrease  In  the  In-mlVatlon^^r^ 
produces  less  than  ifoXf  change 'in  the  ratio  pf  pharmacists  per  100,000. 

Table  VII-10  Jn^s  the  Impact  of  changes  In,  the  , retention  rate » of  California 

//        •  *  ^     '      *  ' 

grvaduates  on  iuture /fiupply.    As  can  be  seen  from  Table  VII-10,  the  pharmacists 

per  100,000  ratio  ±d  also  somewhat  Insensitive  to  the  assumed  rate  of  re- 
tention (or,  conversely,  the  rate  of  out-mlgratlon) .    Each  1%  decrease  In  the 
Retention  rate  res^jfilts  In  a  ,2%  reduction  In  the  1985  pharmacist  to  population- 
ratio.  '  ^ 

TABLE  VII-lO 

Sensit(lv:^ty  of  Futiire  California  Pharmacist  Supply  to  the 


jl 

f 

CalifomJ^ 

Graduate  « 
Retention 

1955/Actlve^  - 

Pharmacists 
per  100.000 

Rate  Change 

Number 

ChanKe 

Base  Case// 

t  1.00 

57 

Alternative 

#1 

.<95    ^       (-)  5.0% 

• 

57 

(-)0.0% 

Alternative 

#2 

-  .90      "  (-)10.b% 

56 

(-)2.0% 



,  r 


\ 


/ 
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•  TABLE  VII- 11 

FIRStvJEAR  (ENTERING  CLASS)  OF  STUDENTS  IN  . 
"    CALIFORNIA  SCHOOLS  OF  PHARMACY  BY  SCHOOL  AND  LEGAL  RESIDENCE 

1975       .  " 

V.    •  '  •    >  •    •  >, 


School        '  .  ^  California  Other  States  Foreign  Total '  a. 

^     if       Z  9  Z  if     Z  #  Z 


UCSF   •        ,         107      98.2  1        <1.0  1  <1.0  .    109  100 

t 

Private 


use       '      •         151      93/2  10           6.2               1  <  1.0       162  100 

UOP     -                180      87.8  H       16          7^8               9      4.4       205  ^00 

']  ;   '  ■   *  :■  \ — ' 

Totals   '              -  438     92..0  27  .        5.7'           "ll      2.3  V    476  100 


Conxpll^ed  from  data  sent  to  the  California  Health  Manpower  Study  Office  by  the 
.  Individual  schools.  Spring  1976. 

•         .  ,  (,  ■ 
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Educational  Opportunity         '      .  ^  ' 

As  previously  mentioned  In  this  report,  there  are  three  schools  of 

pharmacy  in  California,  UCSF,  USC,  and  UOP.    The  Office  of  Health  Planning 
at  the  University  of  California  estimated' In  I960  that  75%  of  the  California 
residents  enrolled  as  pharmacy  students  were  In  California  schools.  This, 
figure  was  reduced  to  68.6Z  by  1968.    No  more  current  ktialyses  of  this  nature 
are  available;  however,  California  presently  ranks  39 tK  nationally  in  pharmacy 
student/population  ratios  (number  of  California  students  enrolled  as  pharmacy 
students/California  population) . ^^^^ 

The  American  Association  of  Colleges  of  Pharmacy  study  of  the  geograph- 
ical distribution  of  undergraduate  pharmacy  students  for  th6  acJidemic  year 
1974-75  provides  an  interesting  analysis  of  which  schools  California's 
pharmacy V  students  are  enrolled  in.    In  1974-75,  there  were  a  total  of  1^153 
California  resident  students ^enrolled  in  UCSF,  UOP,  and  USC.    That  figure 
represented  94%  o^  the  total  California  students  enrolled  in  pharmacy  schools 
in  the  countfyj-  The  other  6%"  (278  California  students)  were  enrolled  in 


pharmacy  scl^ls  in  other  states. ^^^^ 


J 

Tumelty's  analysis  of  the  1975-76  entering  classes  of  the  three 
Callfomia  schools  of  pharmacy  showed  that  only  8%  of  the  students  are  from 
out  of  state  or  country  (38  out  of  a  total  of  476)  .    UCSF  has  only  2  npn- 
Callfomia    residents  in  its  entering  class,  while  USC  has  ll  and  UOP  2^.^^ 
(Table  Vll-llf 


^07 

^  473 


■     ■     ■  t* 


TABLE  VlI-12  V  > 

FIRST  YEAR,  (ENT)iRING  CLASS)  OF  STUD^lrtS  IN 
CALIlPORNIA  .SCHOOLS  OF  PHARMACY  BY  SEX 
AND  ETHNIC  ORIGIN, ^1975 


Ethnic  Origin 

Sex 

School 

A&lan 

Black 

Caucasian 

Chlcano 

Oth'dr* 

Total 

M  W. 

American 

UCSF 

8 

61 

9 

1 

109 

55     54  J 

UOP  . 

1 

49 

123  ^  < 

9 

21 

205  . 

141  -64 

use 

26 

9 

91 

9 

'  24 

159 

99  60 

Totals  ^ 

105 

20  ' 

•  /  275. 

27 

46 

473  < 

U95,  17B 

^Includes  Native  Americans. 

Compiled  ffom  data  submitted  to  the  California  health  Manpower^  Study  Office  by 
the  Individual  schools,  Spring  1976. 
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with  respect  to  minority  representation »  the  1975-76  entering  classes 
at  California's  three  schools  of  pharmacy  are  58.1%  Caucasian,  22.2%  Asian 
Amerlca|i»  5.7%  Chlcano»  4.2Z  Black  and  9 .82  Othc^r  (Including  Native  Americans) 
Based  upon  this  one  year  analysis  It  would  appear  that  by  way  of  comparison 
with  the  ethnic  composition  of  the  California  popuHaition,  the*  Asian  Americans 
are  overrepresedted  and  Blacks »  Caucasians,  and  Chlcanos  are  tmderrep resented, 
(see  Table  VII-12) 

The  table  also  shows  62. 4Z  male  and  37. 6Z  female  pharmacy  students  in 
in  the  same  entering  classes.^t  the  California  pharmacy  schools. 

Nationally,  in  1973-74,  pharmacy  graduates  were  ?.8%  Aslan^ American, 
2.7Z  Spanish  Sumamed,  and  only  8  Native  Americans/  Nationally,  the  same 
graduaHjng  class  ^as  272  female  and  73Z  male/^^  v  ^ 


r 


--X-  •  -  -Md 


,  TABLE  ,VII- 13 


NUMBER  OF  ACTIVE  RESIDENT  PHARMACISTS  BY  RACIAL-ETHNIC  BACKGROUND  a  SEX:  CALIFORNIA,  1973 


Gav 
0th 

1 

I  ' 

,  t 

Wan  a  1  ia 

. ',  ♦ 

Total .... 

.  ...11363 

1 

,994^ 

,   1383  / 

Uhl(6 1  1  1  1  1  1  •  1  1  1  ^  

  9318  , 

4 

'  ,  '  8366 

950  , 

Bltck   14  11               •  .  »  .  .  1 

.  .  ;  ,  .  211  . 

^  161  ,\ 

•  50 

JapaneiefChtnese.  

:  1372  . 

1079  ^ 

'  ,'  293 

Other  Aaian  ,\  ,  

.  . '.  .  .  12 

37 

55 

American  Indlan/Esklmo/Aleut  , 

.  .  .;  .  .  15 

.13 

2 

Ifexlcan  American,  ........  .... 

.  .  .  .  !   135  ' 

.....  *j» 

121 

14 

Puerto  Rican.   

Other  Latfii  AmerlcaD. 

......     7  . 

4 

.  ;  .  .  .  '55 

39 

.     16  . 

All  other 

......  70 

'  -59; 

11 

Not  reported.                      ,  . 

.  ...  .   108  ,  . 

•  66 

8 

1 


Includes  pharmaclata  vbo  did  not  report  sex. 


Sourte;  Registered  Pharmacists  In  California.  1973;"  U.S. ^Department  of  HealtSi,  Education  ^d' Welfare. 
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A  1973  study  of  active  pharmaclstd  in  California  reported  approximately 
88Z  male  and  ^12%  female  pharmacists.    The  same  study  showed  82.0%  Caucasian, 

tl.9X  BlaclcT^Z.yZ  Asian  American,  1.7Z  Spanish  Sumamed,  and  less  than  IZ . 

"  (12)         .  ^  ^ 

Other  (Including  Native  Americans) .  ^         (Tab^  VII-13) 

'        Thus,  even  though  the  percentage  of  minorities  In  the  entering  c** asses 
Is  satisfactory,  this  ratio  Is  not  yet  reflected  by  the  active  pharmacists 
In  the  State.  '  ^  .  . 


I  r 
4 


,    TABLE  yil-M         ;  ;  ■, 

NUMBER  OF  ACTIVE  RESIDENT  P^IACISTS  BY  PRUlCIPAL  PLACE 
OF  PRACTICE  AND  HOURS  WORKED  PER  WEEK! 
miFORNIA,  1973 


Principal  plaqe  of 

Hours  worked  per  week  <  , 

'■  ■  \  "■ 

- 

.  1 

Trthfllv 
iOlaJDi 

Less  J 
Liifin  lu 

in  in  ' 

10-19  , 

20-Z9 

OA  OA 

30-39 

\ 

CA  CA 

50-59 

60-69 

7A  1 

70+ 

•Total".  ,  .  .  ;  . 

,  11363 

189 

307 

441  . 

493 

'6006 

1855 

791 

274 

T-                          ,  , 

Conunlty  pharmacist 

Independent' 

4634 

117 

18r 

237  i 

271 

1882 

1121 

556 

(■ 

211. 

Cflpiiunlty  pharmacist 
claln    '  . 

3121 

31 

56' 

93  , 

116* 

2257 

•  415 

104 

32 

Hospitals  and  nurslns 

> 

homes' 

-1279 

26 

37 

81 

69 

909' 

110 

30 

t 

13 

Manufacturing    *  ^• 

'  287 

1 

/ 

.6 

2 

3" 

#  ' 

158, 

80 
f  . 

< 

30 

,7 

2 

Soyemment, 

'Teaching,  &  other  \ 

[ 

V 

pharmaceutical  ^  v 

1 

( 

■  1 

Capacities           ;  ' 

1016  ■ 

-  11 

U 

26  ' 

26 

742 

64 

12 

Not  reported 

1026 

,  3 

A 

9 

2^ 

8 

58 

14 

7 

7 

<  1 

4 

1 


'Includes,  those  pharmacists  who  did  not  report  hours  wo  Ad  per  week. 


^    ,  Source!  Rejlstered  Pharmacists  In  CfiUfomla,  1973;  U.S.  De'partment  of  Health,  Education  and  Welfare, 


3.    DEMAND  AND  PROJECTIONS 
/j-     There  Is  not  much  useful  data  availably,  regarding  the  deamnd  for  ph^ir- 
macy  services.    A  1973  study  of  California  phannaclsts  showed  thai  about  4.4Z 
0%  the  pers9nnel  worked  less  than  20  hours  per  week;  however,  about  25%  worked 
from  50  to  69  hours. per  week.    The  average  work  week  of  pharmaclsts^was  45 
hours.    Therefore,  overall,  the  productivity  of  California's  active  phannaclsts 
appears  quite  good  (Insofar  as  more  than  two- thirds  of  California's  pharmacists 
are  futictlonlng  as  community  pharmacists,  either  as  Independents  or.  as  chain 
store  employees)  ,  ^i""^^    (See  Table  VII-14  J      '         .  <  . 

The  California  Employment  Development  Departmi^^  estimates  that  between 
•  '*    *        -  *  ■ 

1975  and  1980  market  demand  and  attrition  (replacement)  factors  will  account 

fo^^  3,021  pharmacist  position  openings  (an  average  of  604  per  year).^^^«'  (See 

Appendix  E,  ?age  \E-l)  .  ,  '  \ 

*  The  UCSF  School  of  Pharmacy  recently  estli^ted  the  deficit  In  numbers 

of  graduates  which  would  occur  nationally  by  1985  If  we  established  the  goal' 

of  maintaining  the  present  ratio  of  about  63- pharmacists  per  100,000  (a  defl- 

(20)  ^  1 
clt  of  943  graduates)..:         If  we  established  a  ratio  goal  of  88  pharmaclpts 

per  100,000  for  1985,  the  gradua;te  d^l^^t  would  increase  to  11,443.' 

It  should,  be  noted  that  anticipated  changes  in  the  pharmacy  delivery 

system  may  alter  the  traditional  ratio  apprdach  to  assessing  future  pharmacy 

manpower  requirements.    Hopefully  more  effective  and  economical  systems  of 

drug  delivery  will  be  developed.    Computer  systems  may  sort,  store^ and 

retrieve  information  heeded  for  dispensing,  reordering,  and  billing' thirdly 

party  prescriptions.    Pharmacists  may  be  assisted  by  technicians  yl^o  can 

perform  a  variety  of  routine  ^ispensing  tasks.    If  pharmacists  are  to-be 

significantly  inyplved  as  a  member  of.  the  clinical  h^lth  team,  different 

kinds  and  numbers  of  pharmacists  m^y  be  required.  ^^"^^  ^        '  ^ 


TABLE  VIMS'  ,  '         "  •  ' 

NUMBER  OF  ACTIVE  RESIDENT  PHARMACISTS  BY  HOURS  WORKED  k  WEEK,'  SEX  AND  AGE:  , ' 
,  ^  CALIFORNIA,  1973  Jl 


Hours 

worked  oer 
week 

'  active 

iCOiUClll  , 

pharmacists^ 

Mal« 

18  by  age 

group 

,  Fei 

pales  bj 

^  age  gr( 

)up 

Total^ 

'Lestf  « 
than 

/  30 

30-49 

50  ■ 
and ' 
■pveY 

Total^ 

1 

Less 
than 
30 

30-49  ' 

50 

and 

over 

i  ■ 

TotAl 

iULCUl   1  • 

1  iiJOj 

3181 

i  K 

,1383 

375 

743 

A  ^  A 

250 

Less  than  10.  .  .  .  .  . 

134 

-  6 

i  12 

116 

'  55 

» 

36 

10 

■  10-19...,..,, 

.  ,  307 

191 

1 

.  11 

30 

146 

115. 

■15 

79 

18  . 

20  -  29   

r  ' 

.  '  .  441  •  . 

'  m 

26 

45 

192 

169  ' 

43 

91 

30  -  39  ,  A . ; .  .  , 

493  ,  ■ 

■     371  • 

49 

95  ■ 

224 

122' 

40 

66 

iO-49  ,  ...  .  .  .  .  . 

.  6006 

,  5390^ 

^  962 

3024  ' 

1358  " 

.615  ■ 

;  ^  225 

301  , 

84  / 

'  50  -  59  

,  18'55 

1802 

174 

■ 

1176 

52  , 

13 

31 

8 

60-  69  .  .-.  .  .  .  .  . 

.  791 

■ 

770 

549 

-177, 

'  21 

,11 

.4^  ■; 

~^70l«id  wer-r  ..... 

274  ' 

263 

^  1^ 

171 

76 

••11 

4 

/.  5 

# 

Not  reported.  .  .  .  .  . 

.  1007 

•  • 

75f 

,  .31 

232 

i452 

22}', 

24 

•  124 

72^ 

* 

Includes  pharmacists  who  did  not  report  year  of  birth-  or  sex. 


Include; 


who  did  not  report  year  of  birth. 


^  ^       Soutce: ,  Registered  Pharmacists  in  California.  1973:  U.S.  Department  of  Health,  Education  and  Welfare 

EMC    '  , 


It  should  be  noted  that  the  average  age  of  active  pharmdcists  in  \ 
California  is  41  yearrs.       ♦    Therefore,  the  largest  proportion  of  st^rfe  pharm-r 
acists  will  presumabfy  cqntinue  to  be  productive,  for  about  IsTyears. 

Impact  of  National  Health  Insurance^  y  It  is  ^fficult  topTe^^tt  what  the 
effect  of  various  levels  of  National  Health  Insurance'  (NHI)  might  be  upon  the 
demand  for  pharmacist  services  nationally  or  in  California.    The  change  in 
demand  will'  be  a  function  of  the  level  of  the  drug  deductible  provision  oiE 
any  NHI  program  and  the  Changing  system  of  health  care  delivery,  and  chan^ng 
consumer  attitudes  which  might  occur  as  a  result  of  NHI  legislation  incentives* 
t  Most  analyses  of  the  impact  of  NHI  suggest  that  the  greatest  increase  in 

demand  wfll  be  upon  ambulatory,  primary  care  services. ^  Any  expansion 

of  ambulatory  services  will  undoubtedly  result  in  increased  use  of  prescrip- 
tion drugs,  and  the  full  imp^act  of  this  will  be  primarily  determined  by '  t^e* 
proportion  of . the  ambulatory  service  costs  reimbursed  under  the  NHI 'pro  ram. 
A  Preview  of  the  literature  provided  no  definitive  information  regarding  the 
*  specific  impact  of  NHl  upon  pharmaceutical  manpower  needs.  y  ^ 

\  ^    In  a  study  conducted  for  the  U.^.  Department  of  Comm^ce'ln"  1975, 

attempt  was  made  to  estJ^te  the  impact  of  NHI  on,  the  phartaaofeu^cal  indus-   ;  - 

(24)         *  -  V    -  ♦ 

try.        V  It  was  concluded  that  no  definitive  estimate  of"' the , impact  could 

'be  made;  hpwever,  /the  possible  upper  bot^daries ^of  increased  drug  consumption 

could  b6  somewhere  in  the  neighborhood  of  6%  (Long-Ribicof f  legislation),  17% 

"(Comp^-ehensive^  Health  Insurance  Plan).,  or  26%  (Health  Security  Bill). 


f  ' 
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TABLE  VII-16  . 
NUMBER  OF  ACTIVE.  RESIDENT  PHARMACISTS  BY  SELECTED  WORK  ACTIVITY  AND-  i[  ' 
.     .PERCENT  OF  TIME  iftvOTED  TO  SELECTED  WORK  ACTIVITY!  ' 

miFORSIA,  1973  • ".v" 


.     .  '  .  ^        ■     Ail  active  Percent  of  time. devoted  to  selected  work 

'  .       ■    resident  pharma-  *  •  activities 

'    .         cists  reporting  '   —  —  ' — 

',  •  Selected  work  activity  activity  ,  ^^^^    ^^^^^^  .  ^^^^^^ 


Dlapensing  prescriptions  ............ 

9659, 

,  .757 

■  2384 

^  4995 

1523 

Sale  &  consultation  o^.nonprescriptiqiv  drugs  .  . 
Consultation  with  patients  on  prescription  dngs  ' 

8038 

k 

m 

■  *U'9I 

x 

32 

2 

8613 

mi 

1686 

25 

0 

Sale  &  consultation  on  other  health  related  items 

■  5122 

5001 

114 

4  ■ 

3 

Con8ult[tion  w/nurding  hones  or  small  hospitals 

2300  .  '■ 

■2044 

232 

■  21 

3 

Connunicatlng  w/othet  health  professions  on 
fiefiitn  reisibea  nflCiers 

//o9 

/POO 

6528 

« 

1147 

'  59 

■ 

15 

ft 

Manufacturing  or  bulk  compounding.  ....... 

2725 

2568 

113 

22 

22 

Retailing  nonhealth-related  goods.. ....  .  .  .  . 

3728 

3411 

301 

15 

1 

1765  '  :  ■ 

.  1562 

•  162 
\ 

67 

26 

,15 

■  ./  • 

Research  in  pharmaceuticals.  .......... 

•  ,      .         /  ■  ■ 

44ff 

15 

'24 

Detailing  drugs  to  health  professionals.  .... 

/ 

1280  "i? 

'  1112 

77 

24 

67 

Adninlstrative  managerial. 

'5948 

'  3660 

1626.' 

478 

184 

Other  activities.  ......     ......  . 

t 

402 

297 

t 

82 

^  15 

1 

8 

c 

} 


Bote:  A  phimclst  My  Wpott  tlM  jpent  In  . Mre  than  TO  work  activity 
Er|c         teilitetej  PhtrmclBti  In  Callforala.  1973;  U,S,  ttepartnent  of  Health,  EduMtlon  and  Kelfare, 
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^  4.    TRENDS  IN  UTILIZATION  PATTERNS  * 

A  1973  study  of  kctlve  California  Pharmacists  showed  that  about  75%  were 
functioning  In  a  community  Independent  or  chain  pharmacy  setting /^^^    Th-e  next 
largest  group,  about  12Z,  were  working  In  a  hospital  or  skilled  nursing  care 
•facility.    Others  were  distributed  in  gwemment,  teaching^  Industrial  and 
o^her  facllltlea.    Eighty-five  percent  of  the  pharmacists  in  the  State  reported 
spending  some  time  in  the  <^spenslng  of  prescriptions.    Of  those,  67%  reported 
devoting  more,  than  one-half  of  their  time  to  dlspenslp^  drugs.    The  next  most  ^ 
commonly  reported  activities  were  consultation  Vith  patients  on  prescription 
drugs,  sale  and  consultation  of  nonprescription  drugs,  and  communicating  with 
other  health  professionals  regarding  health  related  Matters.    The  profile  of 
'    California  pharmacists  is  quite  similar  to  that  of  ^settings  and  activities 
reported  for  pharmacists  throughout  the  United  States. ^^^^  (Table  VII-16) 

In  view  of  the  fact  that  pharmacistB  are  spending  such  a  large  proportion 
of  their  time  dispensing,  it  raises  the  question  whether  or  not  adequately  \  . 
trained  paraprof esslonals  could  not  safely  perform  soipe  of  these  functions 
.undet  the  direct  supervision  of  the  pharmacist.     Such  an  approach  might  free 
a  portion  -of  the  pharmacist's  time  for  functions  that  are  more  appropriate 
for  his  level  off  training  (underutlllzatlon  issue) .  . 

'    Several  studies  have  suggested  that  a  reduction  in  drug  utilization  and 
relate'd  expenditures  can- be  achieved  by  more  intensive  use  of  pharmacist  mon- 
itoring.^^* 8,  &  12)  assum^  that' such  monitoring  wi*Il  Increase  quality 
of  care  by^  the  identification  of  inappropriate  concurrent  prescribing  and 
avoidance  of  adverjse  reactions.    Recognition  of  the  lie ed  for  morfe  careful, 
pharmaceutical  controls  in  institutional  settings  resulted  in  the  federal 
requirement  for  pharmacist  consultants  to  review  drug  regimens  of  patients  in 
skilled  nursing  and  Intermtdlatte  facilities  (PL  92-6Q3)i  Social  Security 

\  ^■ 
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Amendment  Act  of  1972) •    If  this  concept  of  pharmacist  monitoring  Is  extended 

y     '         '      '      .  '  ' 
to  other  Medicare  and  Medicaid  patients  (e.g.  for  those  In  an  acute  care. 

\ 

hospital  or  receiving  ainbulatory  serving)  there  would  be  a  quantum  Increase 


In  the  need  fot  pharmaceutical  manpower*    In  the  Group  Health  Cooperative  of 

Puget  Sound,  pharmacists  prorvlde  health  education  sessions  for  patltots  on 

long  term  drug  therapy  regimens  such  as  are  required  for  diabetes,  hyperten- 

(3) 

slon  and  coronary  disease*         In  another  recent  development;  Blue  Cross  of 
Central  Ohio  approved  payment  for  clinical  pharmacists  to  conduct  education 
programs  for  tiemophlllacs  and  patients  Involved  In  self-adml^lstratlon  of 
•  anti-cancer  agents. ^^^^ 

There  Is  not  yet  apparent  agree^ment  among  pharmacy  educators  as  to  t^ie 
precise  definition  and  functlpns  of  a  clinical  pharmacist.    On  the  one  hand. 
It  may  Include  the  Individual  community  pharmacist  who  has  expanded  hid 
practice  to  Include  development  of  *)patlent  drug  profiles  and  consultation 
with  prescribing  physlplans;  at  the  other  ehd  of  the  clJ^cal  spectrum  Is 

the  hospital  pharmacist  who  participates  In  prescribing  decisions ,  monitoring 

•  ■      ■  ' 

patient  response  to  drug  therapy,  development  of  Institutional  drug  policies,  > 

etc.    It  does  seem  apparent  that  the  clinical  pharmacy  movement  will  continue 

»  -  .      .  ' 

(3) 

to  profoundly  affect  pharmacy  education  and  practice.:         A  growing  recognition 


Is  the  potential  value.of  having  the  pharmacist  serve  as  a  member  of  the  prl«** 

ry  care  health  team,  communicating  and  Interacting  with  providers  and/ 

(21) ' 

patients  through  a  variety  of  preventive  and  therapeutic  media. 

•  / 

There  does  gpt^  appear  to  ba  a  significant  movement  ^mbng  pliarmacy  educa- 
tors to  address  the  Issue  of-  training  of  p|iarmacy  technicians  .  ^^^  Apparently 
this  Is  a  very  controversial  Issue,  among  practicing  pharmacists.    As  was  the 
cade  with  physician  assistants  and  nurse  practitioners,  there  la  fear  of 
-encroachment  by  the  paraprofesslonal  Into'  the^ professional's  sphere  of 

■.    ■   ."^  •    ,  •  ,      -       .  ,    ■.-  "  , 
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practice,  problems  related  to  Inadequate  Supervision  of  such  personnel,  and 
concern  regardlhg,  who  will  tjtaln.  those  personnel.    At  the  present  time  various 
kinds  of  pharmacy  aides  are  being  trained  "In  house"  In  hospitals,  clinics, 

■  "...  •  N 

etc. 

.  There  are  two  projects  In  California  experimenting  with  the  training 
of  pharmacists  to  administer  medications  In  hospital  settings One 
of  the  projects  also  trains  pharmacy  technicians  for  medication  admlnlstrjatlont 
and  they  perform  some  functions  Involving  some  reallocation  of  pharmacists' 
task8«    It  would  j^pear  that  more  such  experiments  are  needed  to  explore 
the  feasibility  of  training,  supervising,  and  utilizing  parapharmaclsts 
personnel. 

Increased  support.  If  not  demand,  for  pharmacy  technicians  undoubtedly 
will  ^occur  as  mSTre  health  services  are  delivered  Institutionally  or  In  an  w 
organized  fashion  (e.g.  prepaid  group  health  plans). 

■  ■     '  /     ■  ■  ' 
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*  6.    CLINICAL  TRAINING  SITES  ^ 

♦ 

UCSF  required  Inpatient  and  outpatient  clerkships  provide  an  opportunity 
for  students  to  observe  how  pharmaceutical  services  are  rendered  by  the 
clinical  pharmaclBt  In  a  variety  of  settings  such  as  the  Untve^^ilty  teachltig^ 
hospital,  outpi^ient  clinics;  extended  care  facilities  and  public  health 
programs  In  the  Commtmlty.  ' 

The  University  has  Identified  the  need  for  a  professional  person  who 
Is  primarily  concerned  with  and  skilled  In  drug  therapy.    Their  concept  of  ^ 
such  a  clinical  pharmacist  Is  one  thoroughly  versed  In  the  baslq  science 
core,  but  with  a  broad  perspective  on  drug  therapy  so  that  he  can  adapt  to 
a  wide  variety  of  clinical  settings.    The  emphasis  Is  upo^j^ralnlng  the 
clinical  pharmacist  as  a  member  of  a  t^eam  of  other  health  ri^frai^tltloners . 
Initial  clinical  training  w;a8  established  In  the  hospital  ^a^d  clinics  on 


the  UGSF  campus.    A  clerkdhlp  Is  presently  being  estabWshi^  a^  San  Francisco 

General  Hospital,  and  others  have  been  established  as vf^r  a^ay  as  San  Diego 

(14)  *  t 

and  Fresno.      / -  ^1 

The  user's chool  of  Pharmacy  has  collabora^dfil^  Region  of 

the  Los  Angeles  County  Department  of  Health  Sfe^i^V^a^^^  Casa 
Moravllle,  Centers  In  East  Los  Angeles  to  plan 'fop jctpmprehen^  care 
to  a  predominantly  Mexican-American  population.  vThe vpiUi^a 
oppbrtunlty  for  clinical  pharmacy  students  to  gal4;«xjpetlertCe 


pharmacy  services  Into  the  prlcjary  health  care  'team\j^r^^^  clinical 
pharmacy  affiliations  with  Long  Beach  Memorial  Hosplt^i,^  6i.\  ^fe^/s  Hb^spltal  " 
(both  In  Long  Beach),  Cedars-Slnal  Hospital,  Midway" Hospital 
Angeles)  ,  Verdugo  H^lls  Hospital  (In  Glendale) ,  and  Rai^a,ha  %ltfV/AM 
(In  Glendale>.  .  It  has  additional  clinical  af f Ulatlonp: wltl\  ieyer^^^ 
outpatient  clinics,  and  psychiatric  hospitals  throughout  the  St^t^^^^^^^^^^^ 
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use  SchooJ  of  Pharmacy's  intere3t  in  expanded  roles  for  the^pS^^S^ist  Include 
plans  for  their  active  participation  in  patient  care  in  hospitals,  skilled 
nursing  facilities,  and  ambulatory  care  facilities.    Clinical  responsibilities 
fdr  the  pharmacist  will  include  such  activities  a^  monitoring  the  patient 
for  adverse  drug  reactions ^and  potential  drug  interactions,  maintenance  to f 

a  patient  drug  profile,  and  -consultation  with  physicilms,  nurses,  and  other 

(23)  \ 
personnel.  ^  \ 

The  ubp  School  of  Pharmacy  has  ^af  f  iliat?ions  with  the  fiollowing  hosp|.t^l8: 
Dominican  Santa  Cruz;  San  Joaqulti  General  and  St.  Joseph's,  Stockton;  Letterman 
Army  Medical  Center ,  Presbyterian,  and  St.  Joseph's,  San  Francisco;  ^Naval^ 
Regional  Medical  Center  and  Veterans  Administration  Hospital,  San  Diego; 
El  Cajon  Valley  Hospital,  El  Caj^;  Tripler  Array  Medical  Center,  Honolulu; 
and  Roseville  Community  Hospital  in^Rosevllle.    These  affiliations  provide 
5he  clinical  training  Jor  students  lln  the  clinical  pharmacy  emphasis.  There 
|ls  jialso  oi^^^^  internship  for  stud^ent^  who  have  completed  their 

undergraduate ^tj^ini^  offered  with  the  Veterans  Administration  ^ 


Hdspitai.^""^  vv 

y  <  In  addition,^«l^^^^^^^^^^^  (even  those  nott^in  clinical  pharmacV) 

■  ^       '  •  .  - 

art  :i:e4uired  to  s^atrtd^^i^^^^^  a  pharmacy  internship.  .  The;  internship 

involves  itl]|^  cboperat^i^l^^  the  State  Board  of 

Pharmacy  ^nd  the  School  of  Pharmacy.  '  Preceptors  are  pharmacfg^ts  located  / 
throughout  the  State  who  have  agreed  to  meet  the  educational  requirements  for 
^  this  vjork/st^  period  as  established  by  the  State  Board  and  the  School. 
Students  receive  a  salary  which  is  commensurate  with  local  practice  in  addi- 
tion to  a  semester's  credit.  ^2^^^  ^  ^  • 


6.  RECOMMENDATiraS 
The  following  reconmiendations^  re4pltaing  pharamcy  education  are  pre- 
sented for  consideration  by  the^  Calif  omia  Postsecondary  Education  Commission. 

■1.    The  State  should  encourage  and  provide  financial  incentives  for 
the  development  of  experimental  health  manpower  projects  designed  to 
eaqplore  extended  role  pharmacy  and  most  economical  use  of  pharmacy  manpo</e/, 
including  pharmacy  technicians.    These  projects  should  be  developed  in 

♦  *  ■ 

accordance  with  the  recommendation^  of  t:he  Advisory  Commissioh  on  Pharmacy 
to  the  California  State  Assembly  pursuant  to  HR-21^'''^  and  the  Second 
AnnuA'l;  1^^^^        to  the  Legislature  on  the  California  Experimental  Health 
Manpower  Pilot  Pf^j^ecT  (AB1503) .  ^^"''^  .  i  ' 

These  e;cperimental  investigations  should  be  conducted  in  a  variety  of 
settings,  including  commimity  pharmacies,  outpatient  clinic  centers,  mental 
health  facilities,  acute  care,  intermediate  and  skilled  nursing  care     '  ^ 
la^ciltties.    The  m|st  appropriate,  role  needs  to  be-identif ied  for  the  clinic^ 
pharmacist  with  respect - tb' h^s  potential  function  as  a  member  of  various 
health  teams,  interacting  with  the  patient  (including  education)  and  other 
ijealth  perqpn^l.     Consideration  needs  to  be  given  to  notj  only. the.  needed 
training  of  new  pharmacists  but  to  retraining  in  accordance  with  California's 
new  Mandatory  Continuing  Education  Act  for  Pharmacists  which  requires  the 
completion  of  30  hours  of  instruction  biannually. 

Studies  relating  to  technician  training .should  be  directed  toward^  ^ 
appropriate  delegation  of  pharmacist  tasks  with  consideration  df  the 
following,  questions :  ^  '  . 

-  What  are  the  medical  legal  implications  of  such  delegation? 

-  In  what  settings  should  these  personnel  be,  utilized  and  with  what 
level  of  pharmacist  supervision?  ' 


-  Who  should' develop  the  training  programs »  accredit  them  and 


certify  students? 

-  What  additional  quality  controls  should  be  built  Into  the  phaJifecy 


dellyety  system  which  utilizes  these,  technicians? 
-  tjjg  ^.QQ^  benefits  (If  any)  to  the  pharmacy  and  overall 

health  delivery  systems? 

2.  The  State  should  monitor  the  pattern  of  establlsluiient  of  residential 
practice  of  Doctor  of  Pharmacy  students  who  graduate  from  the  three  California 
schools  during  the  next  several  years.    Should  a  significant  proportion  of , 
these  students  establish  their  practice  out  of  state  then  California  pharmacy 
school  enrollpents  should  be  increased  accdrdingly. '    ,    ■  ^  • 

3.  The  State  should  conduct  ongoing  analyses  of  the  projected  iiijpact  of 

9 

increased  prescriptive  drug  consunq)tion  under  NHI  (6-26%  increase)  upon 

■    *      .  .    '    '       '  f 

.  pharmacy  manpower  needs.    These  ^analyses  should  be  coordinated  With  the  experi- 

mental  health  manpower  studies  of  extended  role  pharmacists  and  pharmacy  tech- 

^^^^^^n^ians .     In  this  manner,  Calif dmia  can  rationally  plan  for  future  pharmacy 

manpower  needs  with  consideration  of  the  most  economical  and  qualitative 

a|)profich  to  the  problem.  ' 

4.  No  additional  Enrollments  are  recommended  for,  the  state-supported  UCSF 
program  beyond  those  already  projected.     UCSF  intends  to  increase  the  entering* 
professional  class  of  109  In  1975-76  to  120  in  1977-78.    The  graduate  enroll- 

ment  will  increase  gradually  from  50  in  1973-74  to  65  by  the  end 'of  the 

'a      a    (20)  -    ^  .    '  •  . 

decade.  ,  . 

This  enrollment  recommendation  is  predicated  upon  California's  con- 
<.  ,        .    ,  ,       ^  '  . 

tinuing  to^maintain  its  favorable  inmlgration  of  pharmacists  and  retention  • 

■*     ■       ■     ,  ^ 
of  our  graduates  from  UCS^,  UOP  and  US(C  (particularly  the  Doctor  of  Pharmacy  r 

students.  See  recommfendation  #3).    Should  this  pattern  change  significantly 

the  enrollments  at  l)CSF  should  be  increased  proportionately. 
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This  recommendation  Is  alsb  bacsed  ,on  the  favorable  distribution  of 

V    »  ■  ■  ■  ^  ■  _ 

pharmacists  In  California  and  the  relatively  young  age  of  the  practicing 

•p  ■       •  ' 

professional.  ^  • 

^  ■      >  .    •  '  .       \  ■    ^-  ' 

It  is  true  that  California  awards  only  about  6%  of  the  total  pharmacy 

degrees  in  the  continental  United  States even  though  the  State  encompasses 

10%  of  the  cpun try population.    Additionally,  California  ranks  39th  with 

•  respect  to  pharmacy  sjtudent/populatiori  ratio. ^^^^    However,  currently  only, 

.;80.8%  of  the  pharmacy  students  nationally  are  enrolled  in  schools  in  their 

home  state,  wheread  California  ed^cates  94%  of  its  students  within  the  ^ 

■  ]>  ■  *    ■  ,  • 

.State.    The  issue  appear^  to  be  how  the  State  can  beat  utilize  new  resources 
which  might  be  used  for  pharmacy  education. 

It  appears -at  the  present  time  that  the  State  could  best  utilize  new 

■      '      1  •  ■  . 

resources  for  pharmacy  education  to  support  experimental  training  and  re- 
training projects  for  pharmacis^ts   and   technicains  in  rational  preparation 
for  changes  in  the  delivery  system  which  will  parallel  thehlnstitution  of  ' 
NHI.    California,  with  its  strong  Doctor  of  Pharmacy  programs  and  AB  1503 
^^^bling  statutes  should  most  appropriately  pto,vide  this  leadership  in 
'  experimentation  with  th^  .delivery  and  educational  systems.. 
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*  OPTOMETRY  '  . 

.1.     INTRODUCtlON  AND  SIPMARY 
California  has  two  t>f  the  twelye  schools  of  optometry  in  the  United  State 
the  Southern  Califomia  College  of  Optometry  (SCCO)  and  the.  University  of 
Califomia  School  of  Optometry,  Berkeley  (UCB) .     It  J.8  projected  that  by  1977, 
989  optonetrists  per  year  will  be  graduated,  of  which  144  will  be  products 
of  the  two  California  Optometry  institutions.    There  ha^  boen  almost  a  100% 
Increase  in  optometry  graduates  in  Califomia  in  thfe  last  10  years'.  • 

'  Calif omia  has  a  favdrable  ihmigration  of  oi)tometrists ,  averaging  some- 
where betweej  ^15  and  22  per  year.     Also  the  two  schools  of  optometjpy  in  the 
state  take  in  about  14%  of  the  entering  students  ^n  the  country.     UCB  admits 
predominantly  Califomia  students  whereas  SCCO  is  expected  to  jgradually  in- 
crease the  proportion  of  out-of-state  students  in  the  next  several  years. 
Historically,  according  to  the  best  information  available,  the  graduates  of' 
the  Califomia  4 choola  of  optometry  tend  to  stay  and  practice  In  the  S  tate. 
The  favorable  inmigration  factor  is  somewhat  offset  by  the  large  ntqnber  of 
optometrists  w^o,  because  ol  their  age,  will  be  lost  to  the  profession 
during  the  next  10  tt>  IS.years  due  to  attrition.     In  1973  there  were  645 
active  optometrists  between  the  ^ages  of  50  and  59,  and  170  between  the  ages 

i  ^  .  (14)    J  . 

of  60  and  69V  •      This  groupirfg^f  optofiaetrists.in  the  older  age  bracket 

■•.  ■  '  -     '  • 

in  Califomia  is  quite  similar  to  the  tiational  pattem.  ^i"  ^» 

1  '  -        -1        *"  *    .   '  '   ' '.  •  ■ 

Projections  for  optometry  manpowet;  needs  are  highly  variable.     In  1975 

**<•'  •       ■  ^  ^       y  ■  ■     ■        ■    ■  ■  ■  ^ 

UCB  an4  SCCO  admitted  a  combined  total  of  160  students  in  optojpetry. 
Definitive  estimates  regarding  the  impact  of  a  national  health  insurance  pro- 
gram on  optometry  manpower' demands  are  not  available,  alth(5ugh  the  Califomia  * 
experience  with  Medicaid  may^e  a  useful  index  for  this  purpose. 

j:Ther^  are  several  major  issues,  which  relate  to  projecting  future  optoine- 


trie  manpower  needs  in d  recomaended  enrollmenjts  for  California.  .These  are     .  • 
bdef ly  outlined  below: 

a.  Uncertainty  reg^dlng  the  ideal  optoinetrist/populati^  ratio. 

This  uncertainty  is  compounded  by  the  overlapping  of , services  pro- 
■*•-..  •     .  '  ^  ^  ^ 

yided  by  ophthalmologists  and  optometrists.    Apparently  opthalmologld^ts 

'^     '       •         ,    .  ,       '      ■        ^  '  '  ' 

provide  some  limited  optometric  service's  in  California  and'^Califor-  ^ 

nia  envoys  a  relatively  high   ophthalmologists  per  population  ratio. 

Estimates  bf  the  necessa$y\ratio  for  opt ometriait /population  range 

from  1/7,000  to  1/12, QpO^^^^  ^ 

b.  There,  is  inadequate  information  regarding  the  feasibility  of 
training  *lower  level  personnel  to  assist  the  optometrist  a^id^there- 
by  increase  his  patient  capacity  without  affecting  the  quality  of 
care.     A  national  study  of  optometrists'  attitudes  regarding  uti- 
lization >of  ancillary  personnel  proved  to  be  very  positive. 

•  A  similar  'stu(iy  of  California  op'tometrists'  attitucles  td^ards  the 

*use  of  paradptometrirc  technicians  wais  also  posit;ive.  Optometrists 
who  hfii  been  in  practice;  tor  less  than  five  years  ;projected  that 
they  could  increase  their  practice  capacity  by  about  30%  through 

the  utilization  of  trained  technicians.  ^^"^^  ^■ 

,   ;     ■ ^  V  ^    .  ,  ■     '  ' 

Me rritt- College  in  Oak:^nd.>^fers  an  accredited  Optometric  Assistant 

•Program,  3  semesters  in  length  in  which  students  attend  2  evening 

'    ■  ■        ^   ■       ■  -    .        r  '  ,  •'■ 

^classes  a  semester  for  3.5^semesters.     Each  year  12  to  lA  students  , 

graduate  and  thej^  according  to  school  sources,  have,  all  met  with 

excellent  success  as  concerns  employment.    ^  ^  ^ 

Elsewhere  inj^the  country,  there  are  8  one -year  programs  *  designed       ^  <^ 

•■     •  V    .        . .    ,  ^  ^ 

to  train  paraoptbmetrlc  personnel^  and  approximately  17  two-year     '  ^' 

■    *  *  ■ 

programs  leading  to  an  Associate  degree . 

•  ■■.        \   . ,  ^    •  ■      - ,    .      ■  0,7  ■     •  ., .  ' 


^  It  ^Mms  raasona    fi  to  aasiiiM  that  with  jftie  use  of  more  optometrists  in 
prepaid  gro^  pz^actlcii^  settlnta  or  In  govem^nt-support^  HMO!s,  that 
p«pperly  trained'' paraop  tome  trie  pfcrtbntiel  could  be  utilized  effectively 
and- efficiently.'      ;     "  ' 
Uncertainty  regarding  «he.. change  l,n  pi^jfiortion  of  out-of-state  vs. 

CaJ.ifomla  student  entrants  at  t\)e  sbcO.  (CaliforniaiKB  have  droppdd 

A'  ■  .  r  .        4   •   ■*     .    .    I*     .. .  '        «  .. 

from  75Z  of  the  1970-71  Class  to"  only  23^ of  the  1975-76  t:lass.)  Pro- 
Jectej^  enrollment  figures' ftft  the  ^.976  *SCCb  entering  class  show  only 
\0*to  20  California  resident^tudents  (less  than/21Z  of  the  96-member 
class).    The  remainder  o^  the  tjf&inlng  |lots  will  be  reserved  foi: 
out-of-state  contract  students^    Several  states  (e.g.  fdaho  and  N.  ^ 
Dakota)  require: one  yeac  of  service  within  the  home  state  for  eaqh 
year  of  the  contract.*   Other  states^  such  as  Wyoming,  allow  the  student 
full  freedom  in -his  sfeleotibn  of  a  resident  practice  site.^^^^  Should 

the  trend  toward  greater  selectipn  of  non-Califomians  at  the  SCCO 

'  .         .  '■ 

■.  .  • 

•  continue,  ^ it  may  seriously  effecj:  the  State's  optometric  manpower 

situation..  During  a  fifteen  year  perio4  (1^60-74),  7%,AX  of  the'SCCO' 

^  '  '    '■  ■      ,  -'''^  ■       ;         ■      '  '        ■'.  . 

graduates  resided  iti  Cdlifcfeia.^^^^  . 

.        •     '  '  "      ■•    *  ■^'^'I'P^. 

e  major  recommendations  regarding  optometry  educatipn  in  California  are:' 

bhe  development  of  experimental  training  programs  for  optometric  .* 

technicifms;   ^  ^  -  ' 

the  developine[nt  of  .contingency  p}.ahning  for  a  State  contract  prpj^ram 
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with  tl^  SCCO  or  expansion  of  the  UCB  program;  ' 
no^^mmedicate  ,  increiise  ^njenrpllment  rft  the  st^te-^upported  UCB  pro- 
gram  Unless  and^Wtil  national  ^health  Insurafice  provisions  for  opto- 
metric  services  are  In^itjutj^d. 


TABLE  VIII-l'  :  ' 

i        U.S.  SUPPLY  OF  ACTIVE  OPTOMETRISTS  AND  OPTOMETRIST/POPULATION  RATIOS 

>ctual  l970;  ProJectedl9 75-1990  ' 


1970 

number  rate* 

1975 

number  rate* 

.  1980, 
number  rate* 

1985 

number  rate* 

'   1990  ' 
number     rate*  ' 

1 

Basic  methodology 
2 

Lov  altemtlve, 

■3 

High  alternative  . 

18,400  9.0 
18,400  9.0 
18,400  9.0 

> 

:i9,700  .  9.2 
19;700  9.2 
19,700  9.2 

ft 

21,800  9.6 
21,700  9.6 
21,900  9.6 

,  24,500  10.2 
23,600  9.9. 
25,100  10.5 

.28,000  11.2 

• 

25,30(^  lO.l 

'  29','90ff  11.9.. 
1 

*rate  per  ,100,000  population;  based  on  U.S.  Census  Re.port  and  Projections,  resident  population: 

1970  -^3,805,000      '    '  '  '  ' 

1975-  214,883,000 

'       '  ,    ^980-  226,934^)00        '     .  " 

1985-  239,329,000 
•'1990-  250,630,000  . 

.  ■    ■  -I 

.  Three  methodologies  were  used'  to  account  for  the  impact  of  future' funding  on  optometry  school 
first  year  ^pr6lliiient:v  ■ 

.     .      1  ■  assumes  a  moderate  increase  in  enrollment 

.2  - assuioes  a  stable  enrollment  remaining  at  the  1974-75  level  ' 
:3  -  assumes  a  higher  Increase,  slightly  more  than  \\  times  that  of  the  basic  methodolQgy 

Notes:  figures  include  all  active  optome;rifftB  in  the  50 'States  and  the  District  of  Columbia. 

,   ^  Projection^  include  all  optometrists  active  12/31/70  plus  the  estimated  number  of  graduates  for  the  twenty-year' 
'•'  P"^°'<^  estimated  number  of  optometrists  lost  due  to  retirement  and  death. 


Source:  The  Supply  of  Health  Manpower.  1970  Profiles  and  Projections  to  1990.  U.S.  Department  of  Health,  Education 
and  Welfare,  December  1974,  chapter  6. 


2.     SUPPLY  TRENDS  AND  PROJECTIONS  V 

Licensure  Daft    It  is  estimated  that  there  are  currently  19,700  active 
optometrists  in  the  U.S.,  or  a  ratio  of  9.2/100,000.    T^jLs/supply  is  projected 
to  increase  to  21,800  in  1980  (ratio  of  9 .6/100,boO)  and  28,000  in  1990  * 
(producing  an  estimated  ratio  pf  between  iO.l  and  11.9/100,000,  depending  on 

the  enrollment  increase  in  optometry  schools).^  ^    In- 1920  and  1960  the  ratios 

-  \  >  '  (10) 

were  1-3.  7  andN^l.O' optometrists  per  100,000  in  the  Unites  States.  (See 

.  TABLE  VlII-1) 

The  professiona£^)>tometrists  generally  agree  that  tlie  optimum  ratio 
of  optomettists  to  population  is  1/7,000.    The  national  average  ratio  is 
1/11,000,    The  U.S.  Department  of  Health,  Education  and  Welfare  has  esta- 
blished a  ratio  of  1  optometrist  per  15,000  population  to  provide  minimum 
""optometric  services.    The  estimation  of  California's  ratio,  in  1972  was 
approximately  1  optometrist  per  8,416  popi^ation.  (See^TABLE  \mi-2) 
California  ranks  seventh  highest  nationally  in  the  ratio  of  optometrists 
to  population. ^. 

TABLE  VIII-2 

>  '  ■  ~> 

Population  Estimates  for  Selected  States 

,   Ratio  of  Population  to  Optometrists  for  1972 


State 

f 

pulatlon/ 
rac.  O.D. 

Rank 

Arizona 

14,301 

36 

California 

8,416 

7 

Florida 

13,645 

35 

Illinois  . 

7,180 

1 

Maryland 

20,485 

49v 

Michigan 

12,077' 

29 

Montana 

7,815 

4 

New  Jersey  ' 

11,457' 

26 

New  York 

11,351 

24  . 

North  Carolina 

16,345 

43 

Ohio 

11,351 

25 

Oklahoma 
South  Dakota 

10,751 
7,895 

21 
5 

Texas 

15,227 

* 

40 

TABLE  Vm-3 

;  LICENSED  OrtOMBTRISTS  IN  CALIFORNIA  BY  COUNTY 

*  ■      v   ,  *    •  ■  • 

TYPE  -  OPTOMETEIST  12/30/75 


1  ALAMEDA  "202  31    PLACER  13 

2  ALPINR  -  32    PLUMAS  1 

3  AMADOR  1  33    RIVERSIDE  56 

4  BUTTE  19  '34    SACRAMENTO  ^  90 

5  CALAVERAS  3  35    SAN  BENITO  3 

6  COLUSA  1    '  36    SAN  BERNADINO  87 
■     7  CONTRA  COSTA  76  .  37    SAN  D^IEGO  213 

.  8  DEL  NORTE  2                          .       38    SAN  FRANCISCO  143 

9  BL  PORADO  "       8  .  39    SAN  JOAQUIN  51 

10  p^SNO^  59:  40    SAN  LUIS  OBISPO  19 

11  GLENN.  ;:     2            .           '    V     41    SAN  MATEO  58 

12  HUMBOLDT  .'/lO  •  :    i/   .   /    42    SANTA  BARBARA      .  35" 

13  IMPERIAL  ;  '>:  5  .!                  •  ■ 43;  SANTA  CLARA  129 

14  IWO  •  .  '  i  (  ;  . '44  SANTA  CRUZ  22 
0.5  KERN  38           'i,  *  V    .  4iV  SHASTA  13 

16  KINGS  13.  :  .        -  SIERRA 

17  LAKE  -3            ■            ■       -Hr/  SI^^^^  -  7 

18  LASSEN     -  3  "48-;s6LaNOV  19 

19  LOS  ANGELES  L,058  49    SONOMA  '  '  "  38 

20  MADERA  5  50    STANISLAUS  35 

21  MARIN  28  51  SUTTER  7 
.    22  MARIPOSA  52    TEHAMA  6 

23  MENDOCINO  o  9  53    TRINITY  1 

24  (^RCED    ^  8  54    TULARE  ^  27 

25  MODOC  1  55  TUOLUMN?  5 
2.6.  MONO  29  ,  56  VENTURA  56 
27  tfoNTEREY  *  15  57  YOLO  15 
28"  NAPA  5  58  YUBA  .  5 
^9  NEVADA  «  228  59  OUT  OF  STATE  544 
30  ORANGE  60-  OUT  OF  COUNTRY  34 

'  .  PREFIX  COUNT  3,566 


SC^CE:    Board  of  Optometry. 
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An  HEW  survey  of  1973  shoved  that  there  were  2,675  optppetr^^^ 
California,  of  which  88Z  were  active.  The  Calif ornia  Bb^x?^^!^^^^^^^^ 


xeportfd  3,566  licensed  optometrists  as  of  December  30,  I975,  Vpf^^w^ 

were  out  of ^  state  and  34  were  out  of  country  (i^viVig  a  r^taittd^;r^ 

(See  TABLE  VIII-3)     If  88Z  of  the  licensees  are  active,  we  i^anVestirt^^^^ 

present  California    supply  of  optometrists  at  2,^629.     If;  sWouljl' 

that  1,058  of  these  total  licensees  are  located  in  Los^An^ei^ 

whereas  four  counties  in  California  have  no  licensed  plptpmeTt.Tf^ts'.ln^re^^ 


dence.* 


(3) 


Migration:     California  has  experienced  an  inmlgrat'i'oi  of  optiom^jtri&tB 

over  the  years,  averaging  15.6  per  year  sirfce*  19S5v  ■/  T^^  by  « 

optometrists  has  not  kept  pace,  howejver. with'  the  tota^^^ 

tion  during  the  s amp  period /^^^     (See"^  TABLE  VIII-^V  The=^^^^ 
•      .  ■  ^  * .     .y    v;  '  -    ■*   ■  ^v ■■' 

Postsfecpndary  Edtication*  Commission  found  that  for.i^^  (1971- 

7-3)  an  average  of  23  optometrist®  per- year  from  bthet  statei?^  e^^ 


practices  in  California 


(6) 


tt.  ±d  mdjfe  important  to  Ipbk  iat 

'  TABLiE:  Vlll-4  _  v.^V';^--''*^*^'  -^'-'V':': 
Ratio  of  inmigyattion  of-  Optom^t riigt: To'^^^^^i  ■ 
Net  Inmlgratidn -of  Pdpulatibp  (a.0*5|  7  ioa,:000^^ 


H  -4.76/100,600 


55    56    57    58    59  '  6D:  .  61    62    63    64    65    66  67 


499- 


^3h 


TABLE  Vlil-^  ■  ■  " 

SOUTHBRN  CALIFORNIA  COLLEGE  OF  OPTOMETRY 

MIGRATION  FLOW  OF  OPTCMETRISTS 
1960  -  1974 


Tt)TAL 

AT  GRADUATION 

CURRENT 

LOCATION 

GRADUATES 

CALIF. /NON^CALIF. 

CALIF. /NON-CALIF. 

44  ■ 

37 

7 

Q 
O 

39 

\ 

34 

7       '  • 

77 

29 

£4 

7 

9  7 

26 

10 

c 
J 

34  ^ 

29 

5 

30 

4 

32 

28 

33  ' 

27 

6 

25 

8 

52 

41 

11 

Q 

53 

V  :    48  - 

'45 

-8 

iJa  Program 

i'-"          W;. '  ■  ' 

49 

ii  - 

'34  ^ 

f  15 

52 

39 

13 

38 

59 

41  . 

-18 

45 

57 

38  - 

19 

43 

14 

61 

47  '  ' 

14 

48 

'630 

.500 

130 

505 

125 

79.4%      20.6%  80.0%  20.0% 


Hopping' s  Optometric  Manpower  Report. 
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of  optometrists  who  gtaduate  from  California  schools.    The  registrar  of 

the  Southern  California  ColUtge  of  Optometry  reports  that  about  80%  of 

their  graduates  from  the  period  1960  through  1974  are  located  in  California 
(See'  TABLE  VIII-5)       The  C^if omia  Postsecondary'  Education  Coimnission 

recently  report  that  about  80Z;of  the  University.jbf  ^Calif orni  Berkeley's* 

out-of-state  students  stay  in  Califomia/^^ 

Hdpping'-reports  tfeat- between  1970  anidfl975,  22  of  the  254  optometry  graduates 

(10) 


of  UCB  (or  8.7Z)  wexe  , listed  as  having  non-California  residency. 
TABLE  VIH-6) 

^  TABLE  Vm-6 

•  University  of  California,  Berkeley 

School  of  ^tometry 
-  .1970  -M:975 


(See 


YEAR  OF 
GRADUATION 

1970 

1971 

1972.^  ^ 
■    19?3  / 

TOTAL 
AVERAGE 


TOTAL ' 
GRADUATES 

39 

33 

51 

44 

56 

53 

276 

46  - 


AT  GRADUATION 
CALIF. /NON-CALIF. 


34 

5 

30 

•  3 

'.  45- 

6* 

40 

4  ■ 

a 

55 

"l 

5Q 

.  3** 

254 

22 

.  42.3 

3^.67 

.*1972  -  1  Foreign  Country 
**1975  -  2  Foreign  Countries 


SOURCE:    Hopping* s  Optometric  Manpower  Report. 


,      TABLE  VIII-7 

ASSOCIATION  OF  SCHOOLS  AND  COLLEGES  OF  OPTOMETRY 

'  i 

Annual  Enrollment  Report  ^  ^ 

Academic  Year  1973-74^ 


.ocnoox 

Year  of 

Graduati 

on 

< 

TOT/. 

1975 

1976 

1977 

Total 

Univ.  of  Alab^i^  at^  Birmingham 

12 

25 

25 

24  , 

86 

Univ.  of  California,  Berkeley 

56* 

"54 

53 

58 

221  . 

Univ.  of  HQUston   ,  , 

60 

75 

66*0 

263 

< 

Illinois  College  of  Optometry 

116  * 

151 

>  - 

516. 

.    Indiana  Unive.rsity 

62 

^  Q 

69 

69 

Massachusetts  College  -of  Optometry  74 

.  64 

62  • 

82 

282  ■[ 

^State  College  of  Optometry-SUNY  * 

0 

18 

23 

24 

65 

;c  Ohio  State  University 

51 

53 

57 

210 

Pacific  University 

67 

71 

69 

73 

280 

,    Pennsylvania, College  of  Optometry 

1D9 

112 

^151 

141 

513 

<* 

Southern  California  College  of 

Optometry 

61 

58 

70 

91 

af80 

Southern  College  of  Optometry 

*^  t' 

131 

134 

ISO 

DOO 

TOTM. 

797 

813  • 

■''943 

989  - 

3542 

,   University,  of  Montreal^ 

31 

37  . 

48 

116 

University  of  Waterloo 

58 

11 

54 

60 

229 

* 

-  89 

:  94 

102 

60 

'  345 

3387 

,  GEOGRAPHICAL  bRIGINS 

AND  YEAR  OF  GRADUATION 

California 

114 

100 

115 

107  ' 

436 

SOURCE:    Hoppiiig's  Optgptivic  Manpower  Report, 
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Enrollment  Data:    There  are  curreni:ly  12  schools  or  colleges  .of ,  optpmetry 
the  United  States  which  are  accredited  by  the  Council  on  Optometric 
Educati9n--one.  in  Florida,  one  In  Missouri,  and  one  in  Miqhigan  are  tefflL-'^' 
tively  scheduled  to  open  before  mid  1976/-^^    ^  total  of  813  ^optometrists  ; 
were  graduated  in  19  75 ,  of  which  110  were  graduated  from  the  two  C^lkf orjia*^^ 
institutions..    It  is  e^timAted  that  a  totarl  of  989  optometrists  will,  be^  '  i 
graduated  nationally  by  the. year  19  77,^ of  which  144  will  be  products  of 
California  institutions /•'■^^     (See  TABLE  VilI--7)         The  pattern  of 
dptometric  deg;reas  conferred  over  a  ten  year  peric^d  6y  UCB  and  the  SCCO, 
may  be  seen  in  TABLE  ,VIII-8.  '   Between  1966  and  1976  there  will  ha  more 
than  a  lOOZ  increase  in  opt^etriBt  graduates  in  California. 

^  TABLE  VIII-8  i: 

^        Degrees  Conferred/By  California  Schools  and  Colleges 
Of  Optometry  1966-1975  and  Projected  for  1976  &  1977 


1 

Projected 

School 

19 
66 

19 
67 

19 
68 

19 
69* 

19  f 
70' 

19 

19 
73 

19 

..74 

19 

75, 

19 
76 

77 

UCB 

26 

29 

43 

1  ■ 

39 

33 

48 

44 

57 

52 

54  : 

59 

SCCO** 

33 

•52* 

53 

0 

49 

52 

5,^ 

57 

61 

58 

63 

85 

TOTAL 

59 

81 

96 

7  1  ■ 

1 

88 

1 

85 

167 

101 

118 

110 

117 

144 

■    ^    *Year  of  transition  f-fom  3  to"  4-year  professicStial  curriculum. 

**Sout;herfi  California  College  of  Optometry*. 

■'.*».  • 
SOURCE:     Compiled  from  data  submitted  t;^the  California  Healt^h  Manpower 
Study  Office  \>y  Individual  Optometry  Schools,  Fall  3^75  and 
Spring  1976,  and  material  compiled  by  R.  Hopping  of  the  S.C.C.O^.,^ 


ProlectedftSupply  and  In-Mlgratlon  of  Optometrists  * 
A  detailed  description  of  the  methodology or  projecting  the  future  supply 
:  of  optometrists  in, California  is  described  In  Appendix' E,  torfetiher  with  a  base 
case  projectiQn  in  which  observed  past  patterns  and  trends  are  assumed  to  con- 
y^^^  intb  future  years.  .  In  this  projection  methodology,  estimates  are  mkde 

4-     of  expected  losses  or  attrition  in  the  existing  (1975)  supply  of  optometrists^ 
as  are  expected  gains  or  additions  from  new  California  graduates  and  new  in- 
migrations.    wA  summary  of  the  b^se  case  projection  is  shown  in  TABLE  VIII-9.  ^ 


1975 

.  1980 

.  1985 

1990 

.    ■  .'' 

Total  Licensfed 

2,988 

'  3*,  2  5  7 

3,741 

4,193* 

Total  Active 

2,639 

2  >.916 

3,353 

3,778 

Fi;om  1975  Supply 

2,280 

1,988 

1J584 

Iri-Migratioh 

187 

408  > 

663 

New  Graduates 

449 

956 

1,530 

Optometrists  per  100,000 

12 

12 

13 

■  14 

a.     Educational  Output 

In  this  base  case  projection,  it  was  assumed  that  the  future  rate  of 
growth  in  California  optometry  education  programs  would  be  equal  to  the  rate 
of  groi^th  fpr  the  United  States,  as  estimated  in  reference  19.  The  annual 
rate  of  growth  is  as  follows:     .0262  for  the  1976-80  period^  .0340  far  the 
1981-85  period,  and  .0340  for  the  1986-90  peripd.     These  rates  of  growth 
were  chosen  to  vprovide  a  ibasis  of  comparison  with  the  results  for  the  United- 

States,  ,38  shown  in  TABLE  VlII-10; 

•    '  .  ■■        ■■■■  .  ■ 


ERIC 


^4  :j  ■ 


^  ,504 


TABLE  yiH-10.  Cpinparison  of  Urilteid  Statesi  and  CaUfoml%  Past  and  Base  Case 
  l^rQlected  Futur^  SuppIv  of  Active  Optometrists  (20) 


United  States  * 


California 


'   '"    '  ■  . 

,  Active  , 
Optometrists 

Optometrists 
per  100,000  , 

Active  '  . 

t  ome  t  it:!  s  fl 

Optometrists 
13 

1965  \.' 

16,100  , 

'■9  ■■  V 

2,100 

1 970     -  * 

1*51  Ann  ' 

2 , 300 

.  12 

»75  ■ 

19,700  - 

•    "1  2,600 

12  . 

1980  , 

21j  800v  • 

12  ' 

•1985 

-  24,500 

,  10 

3,400  • 

13 

1990  " 

28,000 

.  '      3, §00" 

14 

■  ■ 

*  Source:  '  PHEW^  The  Supply  of  tiealth  Manpower >  December  1974. 

These'*results  show;  that  the  basic  mefehodology^  bfise  case  projection  ", 
described  in  Appendix  E  'are  cons J^s tent  With  the  methodology  and  assumptions  ' 
used  in  the  national  project ion^   f^^^  the  number  of  optometrists  in 

California  per  100,000  matthes  that  proj.ectM' for  the  U.S.  very  closely, 

'    The  actual  fates  of  growt^h  in  futul?e-  educational  outfhit  of  trained,,  optome- 
trists  in  the  state  of  California  is,  in  fact,-  likely  to  depart  from*  the 
national  av^age  and  will  be  'determined  in  ^pa^t  by^tate  policy.    However  ^-  as  • 
stated  above,  the  methodology  employed/  for  projec^^ngb .future  supply  can  be 


used  to  examine  the  impacts  of  alternative  assumptions^/  A  complete  descrip^ 
tjlon  of;  the  sensitivity  analyses  performed, on  the  impac^'  of  varioO^.  a&sump- 
tions  is  contained  in  Appendix  D.     A  summary  of ;  the  resulTts'iOf  the  impafcts*.  of 

.    ■  .     -  •  ■  •     ,  ■  '  V 

changes  in  educational  output  cqnsidered' in  this  Appendix  i's  :&hown  in  TABLE  VIII- 

■     ..        ,  ■    .  ■        ■  .  . 

■■      '  ' '  '  ■  .  ■       ^  '  ■    ■    ■      '■  . 

These  results  show,  as  would  be    expected,  *that  the  future  Cai^fomia 

supply  vof  optometrists  is  ^quite  sensitive  to  the  rate  of  gifowth  In  educat^ional 

'  ■  .  ■  ■  *  ~  '  .  ..'      ^  ' 

output.     Each  percentage  df  increase  in  the  growth  rate  relative  to  tHe  base-  / 

■  .■  •  •    .  ■      '  v'.        :     ^'  '  ^  . 

case  rate  produce^v  ^bout  a  2*5' percent  increase  in  the  number  of  optometrists 


per  100,000.  >  *  " 

TABLE  VIII-11.     Sensitivity  of  Future  Optometrists  iSupply  -to  Future 


V                                      *   •  ^ 

?                            '  - 

Change 
in  Growth 
.  Rate 

^  i985   

California 
Graduates  , 

^  •    *Xct|.ve  ) 
optometrists 
per '100, 00b 

* 

Nuotber 

Change 

Number 

Change 

*       Ba^e'  Case 

^  144 

13 

•  Alternative  1 

i8[4 

.  +28% 

14 

+  8.3%.^ 

Alternative '2 

+5.0% 

235 

1^ 

\e  ,  +16!  7% 

Alternative  3 

+10.0% 

381 

.  +165% 

15 

Table, VIII-11  also  illustrates  the  si^if leant  implications  for  educatibnal 

output  requitements  of  changes  in  the  target  ratio  of  optometriiats  per  100,000. 

The  5. OZ  increase  in  the  ratio  implies -almost  a  65%  increase  in  the  level  of 

.  r        .  .     .       •  .      ^       ■    ■  '  , 

graduate,  output.     Thus,  each  percentiige  change  in  the  1985  ratio  corresponds  \' 

to.  about  *a    9jC  change  in  dutput.  . 

b.  Migration  .   *     .  :  ' 

From  past  tren'ds  it  was  assumed  in  the  base  case  projection  that  the 

in-inigi*ation  rate  of  optometrists  trained  outside  the  state  woulci  bei equal 

I.  '     ■■  '  '  ■  '■  .         ,  *  '  ^  .      \   ■    ■    *    ■  . 

ta  5.v06%  of  the  total  number  trained  in  the  United  States  each  year  and  fehat 

\       ' .  '  *  ■  i  .  '  J  .. 

the-;. retention  rate  for  California. graduates  was  .818.     As  with  the  assumption  ' 

on  the^rate  of  growth  of  graduate  output  ,  the  methodology  can?  alsjD -be^^used  to 

exa4tl,ne  the  impacts  o£  .changes  in^ migration  patterns.  /  ^  , 

^ Consider,  first,  the  in-'mlgration  rate.     TaSle  VI itr-^l^  shows  the  impact- 

"of  changda  iq  the  rate^'of  rinf  low.\  ^  ^       ^/ ■  .    '  '  ' 

-    ■     -  ■  '    "  .  .     ■      ^  ■  ■ 

These  results  indicate  that  futur^e  supply  is  rersttiveay  ^insens-itve  to 

■  /  ■ '  ■     ■  '      ' .  • 

changes  in  the  "as'sume^  rate  of  in-mlgration  for  the  "ranges  considered.  ' 


::ABLE  VIII-12,   Sensitivity  of  Future  California  Op.tpmetrl8f  Supply  to  Future. 


In-Migrafcion 


1985  Active 
Optometrists 
per  JLOO.OOQ 


Rate  '■: 

Change 

N^imber 

'.  Change 

Base  Case' 

Alternative 

1 

.0455 

(-)aoz 

'  13 

0.0% 

Alternative 

2 

.0375 

C-)25% 

13  , 

o.^'oz 

Alternative 

3 

.0253 

(-).|P% 

'12  ' 

8* 

2 


Table  VlII-13  shows  the  impact  of  changes  in  t^e  retention  rate  of  Califbmia 
graduates  on  futurje  supply.     As  can  be  seen  from  Table  VIII-l3^^-fehe  Optometrists 
per  100,000  ratio  is  also  insensitive  to  the  assumed  rate  of  retention  (or, 
conversely,  the  rate  of  out-migration)  for  the  range  of  changes  consi^re*d. 

TABLE  VIII-13..     Sensitivity  of  Future  California  Optometrist  Supply  to  the 
Retention  dOf  California  Graduates  (20) 


California 

'  1985 

Active  \ 

\ 

Graduates 

Optometrists  \\ 

Retention 

per 

100.000  V 

Rate  Chanj^e 

'■  • 
Number 

Change  \. 

Base  Case 

.818  ' 

13 

Alternative 

V 

.  Alternative 

1 

2 

•     .777           (-)  5.0%'\ 
.736  ,(-)10.0% 

13  - 

o  ,, 
13 

* 

0.0%  / 
«      0.^  ..^ 

--TABL?  Vrtl-14  ^  • 

FIRST  VeAR  <EOTERH»G  CLA|S)  OF  STiOENp  Iiy:/S[>IFOmA  SCHOOLS  OF  OPTeME'TRY 
^  BY  SCHOOL  AN©  LEGAL  RE§ID§JICE  PRiro  TO  " 


»  /• 


Schools 
U'.C;  System 
U^C.B. 


{  CalifoTOla 


85*9  (55), 


4    Pier  cent  of  Stud  Hits 


Other  U.S.  StrftA 


,  ^10.^  (.7)  , 


Foreign 


f^tal 


6.1'(2)        99.9  (64) 

1*  - 


Private 

^So. .  California 
'  College  o^, 
Optometry 

Grand  Total 


22.9  C22) 
48.1  (77) 


^    ^   7€teO  (73) 
';i>50^.0  (8a)   .  Ti^ 


0 


1.0,  (1)  ,.      99.9  (96) 
1.9  (3)      100.0  (160) 


SOURCE:     U.yC.^ata  from  Office  of  the. Special  A^iaAanti'^o  the  President— 
^        Health  ,A|leal^8     ,  .  ^  ^ 

■  ,^    .    '    S.C.C.O  Data  firom  Jfij^e  Office  ot  the  President  ,S^Soi^1?6ern  California 
College  ^f 'Optometry        ^   -  1^  *    •  4 

*  j/irf    "  * 

^  "  T^BLE  VIII-15  ^  * 

FIRST  YEAR  (ENTERING  CLASS)  OF  STUDENTS  IN  CALIFORNIA  SCHOOL^  '' OF  OPTOMETRY 
BY  SCHOOL,  SEX,  ^D  ETHNIC  GROW— 1975  '    k.t  ^ 

^     :  i   ^ '  ■  14  ^ 




Ethnlc_  Origin  •         v      v  ,        '     ^>j|Total  ^s^f  Sex  . 


School 

U.C.B. 

S.C.C.O. 

Total 


ii  il  Total  Sex 


Aislan 
American 


J.3 
10 


23' 


Black""  ' 

Cauca- 
sian . 

■'.ir 

< 

Chicane  ^ 

.Other 

.  .  * 

1 

46 

4 

64 

•82 

3 

-    '  96 

^87  .  9 

•  2 

128 

7  \ 

'  -  160 

137  23 

SOURCE:     Compiled  at  the  Health  Manpower  Study  Office  from  information  s^ubmitVed 
by  the  Individual  schools,.  Fall  1975  and  Spring  1976. 


508 


^4  7 


The  two  schools  of  optometry  in  California  take  in  about  14%  of  the 


9 


entering  students  throughout  the  country  each  year.  ^"''^^    Tumelty ' s ^"^^^ 
analysis  of  educational  opportunities  in  optometiy; shows' that- *or  the' 
criteripn  year  (1975)  only  9  of  the  64  entering.  UCB  students  were  frp^n 
Other  %tates  and  foreign  countries.     At  the  SCcd,  California  residents  pre- 
sently  occupy  only  about  22Z  of  the  first  year  slots.     '(See  Table 
The  proportion.,  of  non-Califoimia  students  at  SCCO  will  undoubtedly  increase 
in  the  future  as  th^  institution  increases,  its  qontractual  obligation  tb 
train  students  from  other  states.     The  California  Optometric^Associat ion 
estimated  in  the  *19 7-3-74  academic  year  that  67  Californiaris  wi^^  enrolled  . 
in  out  of  state  dptomet^  schools/^'^^V   In  the  1972-73  academic  year  79%" 
of  the'^ openings  in  the  two  California  Schools  of  Optometry  were -filled  bjr 
C^lifoqpiia  T^e^^dents.P^  ^ 

At  the  state-supported  UCB  School  of 'Optpinetry  the  1975  enterine  class 
was.  overre^resented,  with  Orientals  ^d-uiuler represented  for  Blacks.  V 
Mexican-Americans;,and  Caucas?loprs .     In  respett  to  representation  it  should 
also.'be-,noted,ttiat  there  are  oply \4-,f emalfe  students  in  the  1975  entering- 
freshmen  class*  at  UCB  and  9 'at  SCCO.   (Safe  T^^ble  ' 


TABLE  VIII-i6 


NUMBER  OF  OPTOMETRISTS BY  ACTIVITY  STATUS  AND  AGE: 
CALIFORNIA,  1973    '  ' 


Activity 
Status-  . 


All^ 
Ages 


Total 

 „t  

ACTIVE  "   '  . 

Working  30  or  more 
hours 

Woi^lng  kss  than 
30  hours  * 

INACTIVE  "  , 
Retired 


1 


Unemployed 
tecent  graduate 
Other  unenfJloyed 

All  other  Inactive 

e 

\ 

Not  reported 
1 


Age  in  Years 


4  Under 

'30  , 


30- 
39 


40-  50- 

49    '  59 


,60-  70  and 
69  ✓  over 


2623 

,287 

468 

706 

■  0 

724' 

227  ■ 

'  127 

2312 

273 

452 

'  635* 

U45  . 

170 

"V. 

68 

•^^  J 

100/ 

Joy 

11c 

115 

34 

425 

■  -r-  35 

63 

107 

lis 

55 

34 

;  302  ^ 

14 

;  14 

69 

78 

55 

-  ^  58 

129  ' 

0* 

1  : 

^  6 

22' 

40 

52 

28 

,    -  9 

1 

■ ;  8  V- 

4 

-  ^ 

■  4 

1 

8 

i  8 

0 

0 

0 

0 

0 

20 

/  ^ 

2 

8 

4 

4 

-  1' 

-  M5  . 

1  ' 

/  ■  5, 

.11 

55  ' 

'  52 

■  ^ 

11/' 

5 

*9. 

'  0 

2 

2  . 

1^ 

2 

.  1 

Includes  those  optometrists  who  did  not  report  jtear  of  birth. 


2 


1^ 

Graduate  of  optometry  school  within  past  12  months,; 

.  '    o     ,        ■  •'    •  )'   '  ,  f 
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TABLE.  VIIH7  . 

NIJMBER  AND  PERCENT  DISTRIBUTION  OF 
ACTIVE  OPIQMETRISHS  BY  AGE  i  SEX: 

•  Cailfoniilas  1973*  ^ '  i 


t'      **  ■ 

 -^^^  r-TTiii-iL  

'              ■                               '       .  f 

'j',^    Number  of  Active  Optometrljts  " 

1 

« 

.  ,   Percent  Distribution 

k 

Age  In  Years 

mm  " 

'  Sexes 

Male 

Female 

Mn 
'  Sexes 

Male  Female 

All  Ages^  ' 

:          ■  2312 

2244 

65 

t 

^,  100.0 

» 

WO.O  100.0 

Under  30 

-  273 

263 

10 

11.8 

11.7  i'l5;4 

30-39 

•  '  •'       •             452  . 

445  ^ 

7'' 

'  19.6 

,19.8^  10.8 

40-49 

■  634 

619 

•15  ' 

27.5 

27.6  2^.1 

50-59 

'     ,  645 

628 

.  17  . 

27.9 

28.0  26.2 

60-69  • 

160 

10  ■ 

'  7.4 

7.1  15.4 

70  and  over 

67 

1. 

2.9 

3.0  1.5 

Not  reported 

67  '  ■  * 

•  62 

.  5^ 

* 

2;9 

U  '  7.7 

• 

includes 

„...  „„_„ 

ithree  optometrists  who  did  not  report^ 

sex.  . 

* 

VI', 

^' 

,    *U.S.  Dept.  of  Health,  Education  Welfare,  Public  Health  Service,  "^Licensed  Optometrists  of  California. 
.  '    ■  .     P.  6,  June,  197^.  .  ..  .     :      '  '  ' 
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3.     DEMAND  AND  PROJECTIONS  • 
There  are  not  much  data,  available  regarding  the  demand  for  optometrist's 

services.     In. 19^3  a  study  of  California  optometrists,  showed  that  69  pro- 

feissidn^ds  between  the  age  and  49  were  inactive ,  and  425  were  working 

•  -,  ■      . ' '  ■ '  ■ .  ■  ''■.■••»■■'   . .  •  . 

lesp.  tfian  Sb  'hbu^s^^  pet  w^^^  VIII-X6)        In  a  1968  study 

bf  v  California  ^^p^  ^Indicated  an  interest  in  the 

'  .udeJipfc  Piiitometric  tecte  th^it#^patient  care  capacity. 

^-       Accurate  .eistimatfes  ;of  future  optcw^etrid  m^pbwer  needs  are  .  alsc^:^if f 
.  cult.  tq,  at^rlye  at.^^.^/T^    California  Employment  ijiepattment  estimates^^^that 


between  19! 73  : attd.. 1980,  market  demand  and:  at tritioii' tx^pla  f  actors 

will' accoOnt  for^^^^^^  ip%|?tij^  opiehiags per 

ye^)  -/y  /  ,  tHe  'somewhat  controversial 

"ideal"  ratlP.'^  .thefe^  woulci'  have  been  a  deficit  .of       '  r 

.275  .optomettist^:^l^a|^  V  ^Obviously^l,  av^able  financing 
•fpr  Vision  caSre  .ap|id;-<^h  wil]^^ 

e£fp^et  the  real,  need; for  ful^ur(^;^p^t^^         manpower.  ! 

Hgipping  has  estJ 
^58  < combined  toXals) 

to  maintain  the.  present  optQm^t^i'^^  railos.    The  two  school^ 

^doU^Gtively  enrolled  160  fi  the  current  year.  It 

^?bne  accepts  the  goal;  pf  eventually  *^chi^  ratio  of  1/7,000'' 

in  dalifprnia\,  the  two  schools  admit.^ian  average  of  204 

'  ■  ■^■••■.''^      '^^"tW)^  " 

entering  ^students  each  year  through  1990::;;']^^^^  r 


lmated  .;t:hati  UG^  would  :haVe  to  acfelt .  aiog|^y^>.  -^p 

)  first,  yea^^^^^^^^  1990Mn  order 


A  factor  which  will  ijipact  upon  California  and  the  nation's  supply 

of  optometrists  is  the  large  proportion  o*f  older  professionals.  65.7% 

cf£  the  active  optometrists  are  over  forty  years  of  age  and  38.2%  are 
over  fifty  years  of  age (See    TABLE  VI 1 1-17) 

Impact  of  National  Health  Tnsurance;    Estimates  of  the  optometrist  to 
population  ratios  which  wotj^d- be  required  for  a  national  health  Hl^surance 
program,  vary  si^if Icantly .    Hopping  suggests  ^a  range  from  l/4,00ff  to 
1/7,840.     To  achieve  such  ratios  -woiold  require  a  total  nationwid^ supply 
of  approximately  33,105  to -'33, 43(J. .Optometrists  by  1980.^  ^    In  England 
and  Wales  where^  a  national  health  plan  exists,  the  ratio  of  optometrists 
to  pt)pulation  was  reported  as  1/10,057.  The  introduction  of  Medicaid 

in  California  resulted  in  about  a  10%  increase  in  utilizatiozLof  optometri 
services,  and  this  i|iay  be  used  for  future  purposes  as  a  general  guideline. 


A.    TRENDS  IN  UTILIZATION  PATTERNS   •  •  . 

An  analysis  of  the  primary  specialty  practice  of  California  optometrist^ 
was  conducted  in-  1973;  (this  ^report  is  summatized  in  R.  Hopp'ing's  ri^po'rt 
to  the' Calif  orni€^  Postsecondary  Education  Commission  in  Table  21)  .  ^"''^^  The 
vast  majority  listed  their  primary  specialty  as  contact  lenses ,  vision- 
training  or  occupational  vision.    As  the  deniand  f^  optometric  service 
increases  it  is  anticipated  that'  the  trend  toward  greater  specialization 

will  'increase.  - 

'.  •  A-"" 

A  national  study  in.  1973  of  18,141  practicing  optometrists  reported  - 

.       .    ^      ■■  ■ 

K     '  .       ■    -    ■  -  • 

that  70%  (12,703)  were  specialists.    The  remaining  30%  were  either  in 
general  practice  or  did  not  specify  a  practice  area.     The  younger^ practi- 
tioners were  more  likely  to  be  involved  in  specialty  practice  (e.g.  82%  of 


.5.  CLINICAL..  TRAINING  SITES    ,  \- 

SCCO  currently. has  toa^o^  clinical  training  ^acill^iies  in' Los  Angeles, 
B'aldwin  Park,  Riveraide  and 'Fullerton*.     Additional  clinical  affiliations 

-are  planqed  tb  be  located  in  Long  Beach,  Los  Angeles  ^d  Pico  Rivera. 
Screening^ programs  are  provided  to  over  45  schools  in  Los  Arigeles,  0rang6' • 
and  Riverside  Counties.     One  clinical  outreach  program  (Bal^^in  Park 
Health  Satellite)  is  funded  by  HEW  and  series  the  San  Gabriel  Valley  Region, 

^•^^ic^  has  a  substantial  Mexican-American  population.  v 

UCB  has  three  clinical  outreach  progr^s.     One  is  located  in  Daly 
City  where  a  prepaid  health  clinic  functiofte  with  four  interns  three 


'aftemooris  per  week.     Another  is  located  in  the  Veterans  Aciministration* 
Hospital  where  3  or  4  students  spend  a  quarter  with  near  blind  patfents 
under  the  superviision  of  a  jointly  appointed^faculty  member.    The  third  pro- 
gram  is,  affiliated  with  the  Lions  Club  Blind  Cente/  in  Oakland  who  contracted 
with  UCB  to  provide  rehabilitation  services  for  the  near  blind  faculty  and 
four  fftudents  are  regularly  involved  in  this  op^tometric  rehabilitation 
program.     UCB  is  also* investigating  the  development  of  a  downtown  San  - 
Francisco  'center  and  a  Veterans  Administration  residency  program. 


the  30-39  year  age  group)  than  the  older  piractltloners//^^    Thjse  findings 

suggest  that  the  optometry  curricula  and  clinical  training  is  becoming^ 

^ more  specialized  and  that  future  graduates  may  continue  to  seek  Specialized 

'  modes  of  practice.     Such  a  trend  may  lend  ^'itself  to  optometry  griup  settings 

which' may  or  may  not  be  part  of  a  prepaid  health  program.  ^\  .  ' 

'         ,»     .     ■         .  '  ^ 

The  trend  toward  optometric  specialization  resulted  in  the  AOA  conduct^ 

^  •    •  .      ;  '  -  .         ^  -  •  '  ' 

ting  two  studies  on-  the  subject  (1968  and  1^73)..   The  Report  of  the  Project 

.  ■  •    '  •■./>.;  ■"■       • '  ; '  ■    •  •  ^  .    ,  ■ 

Team  for  the  Restudy  of  Certification  of  Optometric  Specialties  in  1973 

recommended  the  "xieyeiopment  of  specialty  identification  and  certification 

*  .  ivpechanisms^  but  to  be^  conducted  in  suth  a  manner  as  not  to  restrict  the 

scope  of  the  g^neraT^practice^of  o|)tome.try/-^^^     There  is  ^)resently  only 

^  limited  Information  regarding  the  potential  valiie  of  training  auxiliary 

-personnel  tp  perform-some  of  the  routine  responsiljilities  of  the  optome- 
(2)  .  '     '  *  . 


trists. 


0 


J 


*■  ■  :  -•  -    •  •  •  4  •     .  •  • 

6.  -RECOMMENDATIONS   •  • 

■■  X    '    .  ■ "  -      . -  •  ■  »•  * ■  ■   '  ■ 

..  "    .  T^«'^9llowing  'eco™«ndationTB'regarding  opton^try  education  are  pre- 

•   .■        •  • ,       •  .>>  .  .  .    \  ""r 

sented  for  coflkideratlon  by  the  CallfortoAa^stsecondary  Education  Commission. 

1.  The  State^ should  encourage  the  development  of  experimental  training 
.  programs  to  test  the  feasibility  of  utilizing  optometrlc  technicians  In  a' 

variety  of  health  care  settings.     Such  studies  should  be  oViented  to  t^sk 
analysis,  provider  acceptance,  consumer  acceptance,  cost  efficiehcy  and 
effect  upon  the  quality  of -vision  cafe  services.     These  programs  may  be 
appropriately  initia'ted  under  the  auspices  of  the  experimental  health  man- 
power  traini'hg  provisions  of  AB  1503.  ,  V 

2.  The  State  should  monitor  the  impact  of '  the  .Impend  on  the  part 

of  the  S ceo  to  enroll  out-of-state  students  upon  the  Calif orfiia  optometrlc 
manpower  situation.     Annual  analyses  should  be  made  of  the  change  (if  any) 
in  the  proportion  of  SCCO  graduates  who  establish  their ^ptometric  practice,  ' 
'outside  of  California.     If  this  factor  significantly  affects"  the  optometrist 
license  supply  in  Calif omia  over  a  period  of  2-3  yjmrs  then  the  state  should 
consider  the  ci^j^llahment)  of  a  contract  program  with  the'scco. 

^    ^  A  recommenddtion  to  the  establishment  of  a  contract' 

program  Vit'h  :icC0-'f  #2  recommendation)  .  Is  expansion  of '  the  UCB  program  to 
make  Tip  the  difference  in  the 'declining  enrollment  of  G^lifomia  students 
_at  SCCO.     Such-  an  expansion  should  ipclude  cliiUcal  out^jeach  programs  to  the 
northern         southern  portions  of '  the  State.   'The-  State  - should  conduct  a 
coat  effective  ooiAparison  .of  a  contract  program  with  SCCO  yersu.s  a  program 
expansion  at  UCB.  '  -  ' 

.%  .  No  additional  enrollments  are  recommeijded  fot  the  UCB  program  beyond 
those  'already  projected.  UCB  and  SCCO^nrolIed  6'4  and  96  first  year  students 
respectively  in  the  current  y^ar  (a  total  of  16)  .     If  Hopping' s^-'^^^  pro- 


"  ejection ^Hat  California  schools  will ^have' to''admit^^a  c<j^ined  total  o  • 
approximately- liSB.  stfudent 8  per  year  in  order  to  maintaiW"  the  present 
.  optoinetriBt/popAldtion  ratio.    The*  Stat^  is  currently  n^eTet-liig/tiiat  objective. 
^This  recoimendatioA^J^  predi^cated  upon  the  ^^tate's  monitoring  of  the 

change  In  the  mix  of  California  to  d'ut-of-sfcate  studenps  at  the,SCCO  and  ,  , 

•    '  » '  •'i  '  ■         •  .   *    ,  ■".*''■  .  ■"  '  '  • 

-       the  subsequent  impact  upon  licehsure-pattems  <recotmnendation  #2).     It  shoul-d 
-also  be  nated.jxhat  the- enrollment  recommendation  is  based  upon  the  *  lack  » 

.  ■ "  -        •         '  •  •  .  ■ 

of  sufficiently  com|)elling  rationale  to  increase  the- ratio  'tjf  optometrists' 
to  population  in  California  whith  is   presently ;lX8>4l6.  (laiie  seventlL  V 
highest  rank  in  the  country.)     HEW  identified  the' minimum  ratio  as:::  ' 
1/15,000  and  England-Wales  with*  a  natit)nal  health  service  has  a  rati6  of 
1/10,057.     Given  the  latter  figure,  the  AOA  recommended  ideal  of  1/7,000 

seems  to  be  somewhat  liberal-.     Furthermore,  after  intensive  stui^y  t)$^;the  ■ 

■  ■      *  ,  "  '  ■   • '  ..'*'':'''?^"'>'-^/'^ 

V    ratio  issue,  yie  _Slt ate  Council'  of  Higher  Education  of  Virgirll^^S^       at.  \ 

t^ie  conclusion,  that  a  ratio  of  1/14,600  was  sufficient  to  meet^:^t6|l^  sta 

'     na^s.  ^'^^^     Kaiser  Permanente  of  Los  Angeles  maintains  a  ratio  of  1/18,750. 

^,  ""A  comparative  study  of  six  large  prepaid  group  health  plans  showed  a  range 

4  '  Of,  1/12,0.00  ^to  .1/18,800  in  the  optometry/patient  ratio/^^^ 

■  ■  ■■  ■  '  ■       •     .  '  ■    ■  ■         '  .  ■  ■  .  • 

^  It,.i8ust  be  remembered  that  the' fee-for-service  pattern  of  optometric 

tare  is^  a^^self-regtricting  system  of  demand.     With  a  more  accessible  '  • 

^  *  .  '  *     n    ^     '  •  ■  ^  r   .  •     .  ._• 

sy^tem.  of-care,  such  as  may  b«  provideji  .under  .national  health  insuraiice 

.  Vv: ■.     '      V      '  , '         '  ■  .        .■  • 

the  dfedand  ^or  services  piay  increase  in  quantum  fashion.-    Or  stated  in 

•      ^gcrioVher  w^y ,  the  present  deWnd  for  optppietric  services  may  bear  little 

latlonships-tp  the  need  for  servicies;.  an  issue  v^hich  was  not  within  the\ 


;purview  of  this  analysis.' 


4?' 


■4? 
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The  state  sho.uldy.  on  an  interim  basis,  be  prepared' to  support 

■  .  ■■.  ^  .  ,  *       '      ,     ,  »  . 

, .  .  •■ 

^additional  enrolli}iie9't  of  about  lOZ  for  OpticMiietry  education^ in  the  event 

:  ,        .'''•„  ■■•  /  '  '  '  •  .  ■        '  •: 

of  passage  of  national  health  insurance  legislation  which  includes  aft 
optometry  service^  proyision.    llxis  recoxoaiendatlon  is  based  upon  the  effect 
of  i4edicaid  upon  the  demiaind  for  .optoinetyic  services.    The  lOX-'enralit^t 
figure  should  oaly  be  u^edf  ais  at)  academic  planning  guideline  ai^dii^lib^  be 
revised  in  relation  with  tlfe  specific  pi^ylsipns  of  any  nationai  health 
inaurancelegislation  andi the  availability  of  more  definitive  analyses  o^ 
manpower  requirements* 
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IX.    HEALTH  SCIENCES  EDUCATION  i  THE  NEXT  DECADE 

'         ■  .  < 

1.  INrfiODUCTION 

Health  is  a  fundamental  expectation  for  all  Amerlcalps.    It  may  be  ' 
defined  in  many  ways./  We  consider  health  for  C^lifomians  as  an  op t imum 
state  of  personal  well-beinfcijjrtiich  provides  an  ^opportunity  to<^njoy 
physical  and  emotional  hap^ttffc^^  without  anxiety  or  discomfort. , 

Ethnic,  geographic,  fii1S«iGial  and  societal  factors  have,  in  the 
past,  combined  to  inpede  or  eVen  pfeverit  an  individual  from  acl^ieving 
^physical  and  mental  health.    Achievement  of  an  optimum  stat^e  oJ well'^  ' 
being  for  all  individuals  in  our  society  is  an  extremely  complex i  ' 
costly  and  comprehensive  undertaking  in  which  ,  the  heal'th  professions 
(education  and  service)  can  only  play  a  contributing ,  ^alb^i't  im'portant'',  r 
part.  V 

The. preceding  reports  have  all  addressed  the  issues. of  manpower 
supply  and  demand  in  California  and  the  ways  in  v*iich  .societal  forces 
can  affect  them.    The  inpact  d5  Ni?ti^al  Health  Insurance  and  mai- 
practice  pi*obl«ns,  the  ratiohgl  training  and  distribution  of  specialists  , 
stability  of  migration  patteftMof  all  health  *professibnals,  the 
suitability  of^dleVel  healtlS)ractitioner&,  the  existing  and  needed 
mix' of  health  feducation .oppoiroftities  in  California,  the  new  or  chianged 
roles  of  the  various  health  professionals  including  dentistry,  medicinQ, 
nursing,  optometry  ^d  pharmacy r|  all  will  help  determine  how  health 
stiences  education  can  gmd  should* facilitate,  lead,  cr  respond  to 
needed  changes  in  the  healtWfeare  System. 


2.     BACKGRCXJND  ^  . 

Two  themes  run  throughout  this  pap<§r>  and  the  analyses  and  recom- 
mendations should  be  viewed  in  relation  to  them,  "  .  i 

First,  we  must  recognize  that  issues  of  sanitation,  inttnuniza&on. 
nutrJ^tion,  emergency  care  and  basic  life  siipport  requirements  haW'^ 
pervasive 'ija  decreasing  sickness  and  suffering.    The  primary  thrust  pf  * 
the  health  industry  (inclueling  the  education  and  coirpensation  of  ''^  - 
physicians)  has  been"  oriented  to  the  treatment  of  sickness.  Relatively 
little  concern  CexclQding  dentistry)  has ^been  giveA  to  wellness,  '^iij^:^. 

those  areas  where  the  health  professions  can  and  should  play  'a  f^ole, 

.  .  '  »  .  • 

that  role  should  2>e  strengthened.  ^ 

Second,  the  deceleration  of  change  in  all  segments  6£  bur  yx:iet^, 

and  especially  in  ^health  care,  require  us  to  d^rand  Maintenance 

-professional  competence  via^  various  aspects  , of  continuing  educat;^on , 

while  insuring  skills  of  the  practitioner  to  mJiintain  a  ^sit.ive 

relatiOTiship  vfith  all  people  -  hjfealthy  or  nonhealthy.    In  addition,  ^ 

sharing  of  incifeasingly  complex  tasks  and  te<?hnoiogy  in  thee  provision 

>  ■  •        a     •  ■       .  • 

of  care  must  be  included  in  the  education  of  providers  of  that  care. 


3.    CHANGES  IN  HEALTH  SCIENQES  EDUCATION, 


The  existing  health  professions  schools  have  served  society  well. 
The  general  quality  of  practitioner  and  care  are  high  in  this  coyntry. 
However^, no  Country  or  institution  ha?  yet  successfully  achieved jedu-  ^ 
cation  in  a  curriculum  where.  conqDetency  and  perfonnance  are  the  measures 
for- progress  through  the  educational  system  and  where  meaningful  hori- 
zontal  and  upward  mobility  are  allowed  and  facilitated.        '   ^  v  ' 

The  quality  and  orientation  of  education  necessary  for  the  graduates 


and  for  the  public  are  outlined  in  the  follfiwing  paragraphs.    Nee^s  of 

't-  • 

health  care^dellvery  amexiable  fio  educational  change  ajre  considered  first; 

*  '  •  ," 

then  wore  direct  changes  in  the  educational,  process  that  ^ will  support 

the  health  care  needs  are  discussed.    Since  the  major  health  need  of 

the  present  dnd  near  future  seeriis  to  be  for  prijnaiy  care,  the  discussion 

. ' '  '         '         "^'v    ■  '  '     *  '  •■  ' 

will  focus  on  the  basic 'prodesses  for  educating  prijnary  care  provisders. 

... 

It  must  be  enphasized  that  tlyls  coiintry's  success " in  secondary/ and 
tertiary  (special^) ' care  has^  been  magnificent.    We  must  n^iy^en  the 
pinnacle  while  shoring  the  ba^e  of  pur  capacity. 
A.,    Health  Care  Delivery  and  System  Needs  " 

Maintenance  of  Excellent  Secondary  and  Tertiary  CareJPrdvi,ii 
fiurrent  health  professions  trainingV  particularfy  in  medicine 
provides  excelleijt  secondary  and**^tfertiary  care  providers.  ^Apy^d 
changes  that  evolve  should  not  dilute  the  quality  of  training  "^that^is^ 
currently  provided.  #V1  though  the  quantity  of  specikllst?  trained  ip^^  - 
given  field  may  need  tc^  change ,  as  discussed      pre^ii^ous  reports^  ttie  '  y 


taught  appropriately,  \  ; 


•b^se  of  scientific  and  technical  knowledge  must  b&Vsf^«igt^^  '^/^ 

Improved  Attitude  Toward  Primaj:y  Cai^|B^GradB<^^^ 
experiencing  a  recent  change  in'  a,ttAX\jAp0B^     the  i^lue  and  desirabil- 


ity- of  careers  in primary  care  delivery.        the  pa^i^,  1x)th  curriculum 
orientation  arid  faculty  role  mod^s  have  ifeot  been  devoted  to  ,  V 

care.  Moreover,  the  financial  rewards  and  status  of  secondary  and  :  \  ^ 
tertiary  care  providers  have  been  highlighted  and  ertpliasized.   %e  . 

■  ■  ■    'A  V  -  \"  ^  - 

delivery  system  must  change  td  make  primary  care  a  more  desirable  field 
>  for  the  practitioner  by  providing  ^inproved  working  conditions  ^d 
professional  sipport.    Major  studies  to  explore  in^xDrtant  factors 
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regarding  career  choice  and  {professional  satisfaction  with  primary  care 
are  currently  being . carried  out  (Gough »  1975 ;  Plovnick ,  1975 :  Robert 

•      '  -  ^  '■  ^  ■  ■     ■■  '■  /  '       '  •'■  •  ■•■ 

Wood  Jolihson  FoUndatiort,  19^^ 

Kfeximizing  Rkroij^ition  and  Involvement  of  All  Providers^    the^  , 
ability  to  recQgnise,&nd, providers  to  utmost  capacity  is- 
required /by.  the  .hefaltli' <^livery  system  $o  that  human^  dignity  may  be 
maintained  whi5^  arid  overtraining,  i^decrea?^^^     too  of  ten 

"  a;  health  professit^al  fsVled  dariAg  tr^  ^3^c;t  to  perform 


ceftai^i  fasks'w  acotpt;^  responsibilities*  that  are  later  denied  to  him 

...  .  ■•  •        >   ;       ,  f       r'---'"''--  '  ■  '  • .  •  ■ 

in  the  , real  world  pf  practice.;  We^c^^^^  disparity 

#  '        /  ' •  •    /  •  v^.-..  ■ •      ^ .        .  ^  ■  •  ■  • 

between  "education  emd  ^prac^ice  :\^ 

in  every  discfplj^e;.^^^^  that  are 

empirically  d^ermiifved  from  .the  health  care  prbblems  that  ^professionals 
face  ^d  the 'ta$KS' they  perfo^rm.    The  closer  the  <j6i:ricular  ^ 
inal^hes  prac^^,' t^ie  more  ^^^^^^^  will       the  education.  .  j^-  ^ 

^   Himiani^iQ  Care .    The  public  is  suffering  from  the  increased 


£ragmentatibn^%Hj^  specialization  of  our  health  care  system.  Health 


professional  currmila^are  primarily  disease -oriented.    Tl?^  interpers(»ar 
need?  and  psychological^  lIl^ct  that .  sictaiess  creates  receive  less 
enphasis.    A-  patient  must  feel  that  his^ primary  problems  are  heard  and  ^ 

.are  being  addressed  by  the  health  care  provider  arid  system.  The^emo-*. 

ftdonal  inpact  of  disease  on  a.j^tiefnt's  life,  his  feeling  of  well-being,, 

and  his  j^bility>  to  be  h^ppy  and  productive  -  v^iether  the  medical  problem 

.  ■■■■      •■  '      *  -  ^    ■  .  - 

is  minor  or  major  -  are  pervasive.    Failurje^of  the  health  professional 
to  deal,  adequately  with  this  aspect  of  health  is  a  major  source  of 

public  diissatisfaction  with  the  health  care -system. ^  Re-emphasizing  the 

*  ^    ^  ■  •     ir  :  .  ♦      .  •        • ,  • 

humanis^tic  aspects  of  patient  care,,  using  admirable  practitioners  as. 
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.  ■  rale^tjLonaMps  dur^^^  tH^^  '-J^f^liek^'^  prb^i^ssional  training  -  all'' will 
•  .    help,  tc?  deal  urit/j  t^fi?  prbJS^ew  jfpasp^^^^^^^^  '  Interweaving -these  • 

.     .  c<mcenu5|^.  into  the  curt^cul^  $4  th©)|^<iii-ect     relate  to  patient  problems  , 
ratter  thaji  as  a  separat^- 4l9<?i|line  or  "course"  unto  itself,  will  help 
'  train  ^rofb?f^ionals  t^-'iijl^.  t|4^  to  care  of  patieiit.§. 

\   .  ]  ';,  Enh^ced,(go<ninm^i^  Most -health  care  is  delivered 


■Tr 


^  .byfinore  tJiip  ah^'>^  setting,  be  it  by  a  private 

■    •■.-^  ^V:-^''--^-/""  ^     •  •  ■ 

'  ^ractitionerVf|nd;.lii^^  ^^^^  ae-sistant  or  a  miiltiprofessional  group.  ' 

.'^  Other's  roles  and  skills  and  how  to 

.||,yo^''  e£feOt^^^^^^  and  learning  to  help  solve  the 

.^Jjatient's  prbSiems  iA^  fashion  are  nedJ^ssary  tasks  in  the 

de)^l($rft^l||lpfec*m^^  The  skills  required  for  ef£ective  comminica- 

tioi^;;  iw.fcpjft^ii^^  as  well  as  with  patients,  can  be  taught  and 

ii  -  ,  _         "  , 

learned.  /  Recent  devel^bpinents  in"  the  behavioral  sciences  have  made-  it 

feasij3tle;.to  teach riDi^se  skills  explicitly,  provide  adequate- opportuni- 

fi'esjftjp|)ractice  ,and  fe^ack  (e.g.,  using  videotape),  and  monitor  and 

V  -evaluate  th^r  ja<:hievemept  (Hoilister  ^  Edgertonj  1974;  Werner  § 

Schneider,  1^74).  •        .  .  • 


^l^iprov^d 


Prevention  via  Patient  and  Health  Education.    If  the 


populat^oh  can  be  motivated  tojnaintain  its  health  and,  hence,  prevent 
j^otential  disease,  substantial  financial  iit^jact  on  our  society  is  pos- 
f  -^it)lie  (Stamler,  1973;  White^'  197«5)->  .Health  educatiOT^and  patient  educa- 
tion along  with  new  Ways  of  helping  to,  motivate  people  and.change 
behavior  are  most  relevant  for  health  professions *educatidn  (Pomerleau, 

Bass  §  Crown,  1975).    fli^' health  professionals  should  be  explicitly 

•  ,  1  .  \->      *  .. 

taught  methods  for  effective  h^lth  and  patieht  education,  including  ' 
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ways  to  help  a  pdtient  change  long-standing  habits  and  life  styles 
(La  Don,  Sherwood  and  Hughes,  1975).    Education  of  patients  is  a  basic  ^ 
need  i£  we  are  truly  to  changeathe  negative  health  habits  of  a  larc 


'  proportion  of  our  population.  •  It  will  be  necessary  to  develop  an  ^ 
attitudinal  shift  and  bfehavioral  change  in  a  large  percentage  of  the 
population.    Only,  by  this  can  we -fie Ip  individuals  change  their  life 
styles,  should  they  desire  to  ijnple%nt  st^rategies  to  avoid  or  mini- 
mize the  large  number  of^revehtaSle  chronic  diseases  (e.g.,  emphysema, 
hypertension,  obesity) .  C.  7  /  ^ 

Moreover,  our  traimrng  in:^titutiohs  must  come  te  value  such 
activities  more  than ^  they  currently  do, \ and  emphasize  them  iny'more  appro- 
priate balance  to  the  emphasis  On  the  diagnosis  and  treatment  of  disease. 
Although  patient  education  has  conventionally  fallen  more  frequently  to 
middle-level  practitioners,  nursed,  and'office  assistants,"  it^may  be 
that  the  future  will  include  a  role  reversal,  with  physicians  and  denrtists 
utilizing  their  sjpil  and  knowledge  to  motiVate  and  change  liatient 
behavior  and  the  middle-level  practitioners  performing  more  of -  the  - 
-      routine  functions  inyolved  in  the  diagnosis  and  treatment  of  disease.*: 

Ability  i3f  Practitioner  to  l)e  Current  in,  his  Meld..   Healjth  care^  ^ 
knowledge  is  expaiidiAg  at  phenomenal  rates.  -  Once  a  practit|oher  is      Jj^!.  ^ 
;  lifcensed  and  certified,  his  accountability  to^iis  profession  and  the  •  ^ 

^   publicj'can  diminish.    Demands  for  r^certification  and'^relicensiS'e  are'  ^ 

^        •        ,  „  .      '  ^  ;  . 

j|realistic,  ciesirable^and  achievable  (in  every  profession  including  medicine 

^  ..  .  '*  .  '■ 

-••^  .  law,  teaching,  d^fitistr/,  nursing,  pharmacy,  etc.).    Two  separate  emphases 

-  .       '      -  >  ft  -  i 

are  necessary:     (1)  to  change  the  l^^ic  educational  system  to  provide 

s ■   ;  ■•  ■'  •  ■/  ^  - ,  •:.  '  .   '  ' 

•the  student  with  skills  and  motivation  to  be  a  lif^ong  learner;  and 


(2)  to  develop  tQore  realistic  and  frui'tful^niethods'^-'of  [improving  the 


52.8  •  .     V'  ■ 


Jcnowle<ige  of  those  practitioners  ^naw  trained. ^ 

c        Care  must  be  taken  so  that  a  witch  hunt  is , avoided  and  realistic 
demands  at^l'^i^ced.   Again,  congruence  is  required  between  what  -a  perscm 
does  and  the  areas  which  he  is  expected  to  know  and  ,in  v*iich  he  must  : 
demonstrate  competence.    li^roving  methods  of  assessment,  using,  for 
exanple,  simulation,  chatt  audit,  anti^patient  reports  can  help  to 
enhance  this  coftgruence  (Harless,  et  al,  1975).  /  ^. 

'  ,      Change  in .' Rewards .    At  the  mranent,  our  health  care  system  Is 
Structured  to  reJ.nforce  and  pay  for  the  treatment  of  sickness  rather 

*athan  the  maintenance  of  heklth  or  the  prevention  of  disease!    The  com- 
modity  of  exchange  \s  illness ,'. not  wellnessi,    Uhtil  there  develops  a 
premium  for  having  well  patients,  there  will  be  little  change" toward 
this  orientation  (either  for  physicians  vAio  are  paid  mainly  for  treating 
sickness  medically  or^surgically  or  for  hospitals  vMch  require  certain^ 
minimum  occupancy  rates  to  survive).    Moreover,  third -party  payers  need' 
to  create  incentives  and  provide  insurance  benefits  that  will  reijifoyce  ' 
prevention  and  early  diagnosis,  not  sijiply  fewer  days  in  the  hospital 
while  care  is  provided.    Furthermore, .the  educaticmal  system  needs  to 
change  in  order  to  teach  practitioners  hoH,  to  cfiange  behavior.  New 
knowledge  and  skills  are  being  re^^^  in  .the  technology  of  behavior 


change,  afid  these  must  be  taught,  instituted  and  rewarded  by  the  educa- 
tional system.    Major  preventable  problems  are  caused  by  poor  habits  ^ 
and  style  of  life  (e.g. ,  obesity,  alcoholism,  cardiovascular  disease 
and  respiratory  disease).    Changes  in  a  person ' s^^abits  and  life  style 

require  major  efforts  ih  motivation,  hopefully  by  modifying  the  ihdi- 

■  .  °      ■  '  ■  . '        ■  •    .      .  •'  ■" 

vidual's  and/or  the  health  care  system's  reward  system.  *  ' 

*        ■  ,  '■ 
Re-entry  and -Recycling  of  Professionals.    It^  likely  that  as  oir  ^ 
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hepith  care  system  changes  ;,sa.  will  the  skills  needed  by  our  health 
professionals,  many  of  whcMn  will  have  been  in  tenporary  retirement  or 
will  h^te  outdated  talents.    There  is  a  need  for  these  professionals  to 
be  ret^Kmed  in  the  same  ^r  in  a  somewhat  different  occupation.    It  may 
even  be  cost  effective,  for  example,  to  "recycle"  general  stirgeons  to^  ^ 
deliver  primary  medical  care.    Furthenwre ,  should  our  sQciety  evolve 
to  a  four-day  worR  week  with  increased  Teisure  time,  th^re  is  a  new* 
potential  for  an  individual  to  have  a  second  career.    This  provides  new  - 
opportunities  for  personal  growth  and  development.  j  ^ 

Little  is  known  about  the  specific  needs  and  techni^es  for  retrain- 
ing previously-  trained  healtH"l>r^ssionals:    There  will  need  to^Jbe. 
dollar^  to  support  these  students  an^  basic  researcp  carried* out  i\  order 

to  developy^he  most  appropriate  educational  program.  ^  ^ 

* 

Coirmon  to  all  of  these  needs  are  the  special  characteristics  of  the  ^ 

'       '       "1  .     . .  ^  ^ 

mature  adult  leamer,  particularly  the  well-educated  health,  professional. 
The  kinds  of  education  'that  Will  be  effective  will  be  those  that  are 
sensitive-to  his  individual  needs  and  motivation  and  offered  in  a  manner 
that  can  adconroodate  a  working  professional .  . 

.   /    Data  Collection  and  Dissemination  System.    An  adequate  data  base  does 
ndt  exist  for  sharing  ^formation,  on  the  amount  or  typ^  of  professionals 
presently  performing  in  the  health  care  delivery  system,  their. tasks, 
,their  goal^,  and  their  capabilities.    Without  this  inforination,  it  will 
hi  inpDSsible  to  coiisic^r  how  ^lany'and  v^at  type,^  of  health  professionals" 
will -need  to  be  trained  and  fetippo^ed  in  the  future'. ^  Similarly/  it  will 

'be  .jjipossible^  judge,  which  type  of  health  professiona;t  and  Which  pro- 
graite  within  -tSj^se  typ^s  .are  to  receive  the  highest' priority  at  any 
particular  time.    Based  partly  bn  techniques  now  available,  and,  further," 
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on  techniqaes  that  must  be  developed,  ai  dajta  coH^ction  and  dissemination 

•  ■  •  ■  ■ 

system  must  evolve.       ,  /  .  ;  ^  ^  , 

A  majot  problem  exists  until  roles  arid  responsibilities  are  clarified 
yfe  carmot  reach  clarity  of  the  number  and  type  of  health  professionals 
needed  until  we  clarify  what  role  and  major  area. of  responsibility  each 
health  professional  needs.    For  example,  a  large  variety  of  basic, screen- 
ing  physical  examinations  can  be  carried  ^^L  by  nurse^  practitioners  or 

p  V         •  ^^^^ 

physicians'  assistants.^    Another  large  role  in  patient  education  could 
be  carried  out  by  professionals  other  than  physicians.  'Dentists  could 
assume  a  larger  respond ibil^i-ty  for  such  area.s  as  nutrition  and  diet.  Only 
'by  working  inter-professionally  can  we  hope  to  clarify  the  redundancy  and 
9verlap  in  ec^cation  that  presently  occurs.    Stuch  Redundancy  and  lack  of 
•  clarity  both  increase  'costs  and  time  ancji  develop  a  high  level  of  frustrar 
.tion  in  the  gr^duate^  who  often 'ai*e  not  allowed,  by  law  or  by  custom,  to 
do  certain  activities  for  whfch  they  have  been  trained. 

It  is  very  jjifficult  to  judge  •the*  actual  range  of  performance  of 

'  '    '     -   '  !  ■    ■  .  ^ 

any  type  of  health  practitioner,  such  as  nurse,  nurSe  practitioner,  or  ^  • 

pr^ry  care, physician  (family .practice,  general  internal  medicine, 

OB-GYN,  etc. 3.    Particularly  those  health' professions  that  classically  • 

have  beeft^  considered  to  be  "si5)portive***  exist  with  a  markeS  internal 

variation  in  con?>eterice  and; responsibility.    There  does  not  exist  a  clear 

specification  of  numbers  and  types  of  students  in  the  various  junior 

college  systems, .the  state  colleges  and  universities ^  th6  University  of  * 

<;alifomia  systbn,  and  private  sthoils.    Without  a  sufficiently  sophisti- 

cated  and  nearly  mandatory  data,  syi|em  that  can  be  developed  and 

in5)lemented  in  the  near  future,  we  will  continue  not  to  ha^Tal^quate 

iiiformation  for  planning  of  nbmbers  and  tyifes  of  health  professionals. 
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fhere  must  be  established,  at  the  state  level,  a  healtij  professions 
education  registry  that  ipcj^udes  the  number  arid ^J:ype  ' of  active  health  .  ' 
professionals  in  training  (including  both  the    numberd  of  students  ia 
tr^i/jingr  and  physicians  available) ,  and  an  approximation  at  the  number 


of  positions  available  in  the  field.    It  may  be  necessary  for  this 
registry  system  to  include  a  description  of  the  tasks  that  the  health' 
•f)rofesSionals  can  and  should  perform  in  order  to  provide  health  c^re  at  . 
ti\e  most  reasonable  cost.  •  ^ 

Educational  Needs  ^  • 

^       There  is  a  variety  of  educational  options  that  can  improve  the 
-  efficiency  and  effectiveness  of  healthy  professions  education  and^, 
ultimately,  tfie  quality  of  care livened  to  the  public,  * 

Individualized  Paci!nifl.    People  leai;n  at  different  urates,    Whar  is  - 

•       '  ■  ■   ■  t 

tod,  slow  for  one  m^y  be  too  fast  for  another.    What  is  most  important, 
hifwever,  is  that  the  student  learns  what  isr  necessjary  to  become  a  com- 
petent  health*. professional.    By  designing  educational  programs  to  account 
for  individual  rates  of  learning,  health  professions  eduJLiion  can  be 
available  to^^'  broader  range  of  students  who  will  graduate  having  achieved 
ai  higher  level  of  competence.    Thus,  both:sl^  and  fa^  learners  can  , 
progress  at  their  optimum  rates,  all  achievij^  the  required  level  of  y' 

conpetence  in  the  amount  of  tim^  needed^ "(Bij^k,  1974).^'  Optimum^ learning 

■     ^  -  '      "   i^'.'     •■V'  -r'       ■■■■■  .   .  < 

can  occur:    the  slow  .leaxner ^caii  tike;  the  time  he  needs:^'t3  achieve  the  ' 

acpeptable.  level  jD£^stpry;  the.4^^  . 

suffer  flrom  boredom  ^  frustration.  "Such  self-pacing  can  increase  and 

broaden  th^  opportunities  ^for  -beddmipg  a ' successful  healtl)  profj^ssional ,  \ 

\  .  particularly  by-  providirig  a  slower  l^eamer  with  the  time  he  .needs  to 

;  achie\^e  competence . 

^      ■  / ■ 

..■\:.v  •  .;    ■  >■ 
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ftodular  Organization.    Oz^anizing  a  curriculiun  around  modules  that 
^cpyer  a- certain  small  relatively  well  focused  content  area  (ratf^er  than, 
around  the  larger  unit  of  courses)  will  allow  much  greater  cutritular 
flexibility  (King  et  al,  1972;  Allen,  Hodgson  §  Martin,  1973),.  Aside 
from  making  it  easier  for  the  student  to- proceed  at  his  own  pace;  lie  may 
be'  able  to' take  certain  modules  in  a  sequence  that  makes  the  most  sense 
to  him-  at  a  time  when  it  is  most  appropriate  fot  him.    Furthermore >  new 
turricular  elements  can'  be  add^d  or  deleted  with .relative  ease.    A  / 
modular  curjriculum -also  makes  it  leas ier  for  a  student  to  test  out  ,  of 
those  areas  in  which  he  has  already  achieved  conpetence,  either  Ijy  prior 
experience  or^tpining  in  -another  environment .  ^ 

Such  modules  can  also  be  used  for  .continuing  education  ixirposes," 
particularly  in  areas  such  as  rural  regions  of  the  state  where  other 
sources  are  not  as  readily  available. ■  Modules  can  also  provide' a  focus 
around  which  more  than  one  4)rofessional  can  gather  to  leajm  in  4  coopera 
tive  and  even  interprofessional  fashion.-   The  easy  availability  o£^con- 
tinuing  education  activities. (e.g. j  through  modules)  may  increase 
motivation  t;d  begin  practice  in  underserved  a.reas  or  to  reinaiii  in ''such 
areas.      ■       :'  ,         ■        *  /  ,    ,  ;  '  ;.. 

.     Mod#!es  are,  not  necessarily  se;f- instructional A  module' can  com- 
bine  a  variety  of  educational  . methods  and  aetivities^inclu^g,  <for  ' 
exan5)le,  one-to-one  interaction  with  a  teachei-/advisor,  .cliijital  ejq)eri- 
ence,  practice  feedback^  evaluation, 'or- group  9essiohs,./as  Appropriate c?'  , 
to  the  learning  objectives.    ^  .  "       '  ^  '  ' 

"One  way  to  develop  modules  could  he'  based  arpund  the  health  care 
pxohlems  that  professionals  face  and, the  i;:a3ks  that  they  perform  to  help 
resolve  these  problems ...  Both  can  be  enjirically  determined  .  F6r>xaiTple 


data  an  the  problems. tlmt  a^^      a  person's  Health  and  for  v*iich  that 
.  person  visits  a  heall^^^^^  are  beginniri;g  to  become  availajble 

(e.g., ''National  Center  for  Health  Statistics^  ld74}.'  These  prdfclems  can  . 

:     •  ■■      ■■•■V-  '■    ■.  ■■  ~  '  ■ 

fpijn-.thQ  Ddsic  organizational  structure  .for  a  curriculum  independent  of  •  • 

the  4cind  of  health  professional  being  trained  (University  of  "the^^    \  - 

Pacific,'  1975)>  .  The  differentdal  diajghb5es..of  these  prdbleips , .  the  r'ang^ 

t>f  OT^anic  arid- .functional  disorders  they  iuply,*  and,  in  addition,  the 
■■■'■>'■-.'■       .         •  ■  ^  ^  ■     • . 

less  frequent  but  more  critical  emergency  prflblems  that  threaten  life 

■  ■  •,  '■•  .  •  • 

^  nttlst  alsb  h^^^yereji  by  the  -.student  .•  The.  level,  an^-.scope  of  responsibi^ty 
■.'  _  f--  ■. '  •  ' 

for -each  problem  nece'ssarily  varies  with,  the -category  of  professional 

'being  grained  I    t   .         ^    ^ ^  •         ^  *         '  ^  / 

/     In,  additiop*  to  ddfa^^on  problems^  data  regarding  the  functions  or' 

tasks  th^i  he^th '^professionals  perfom  in  identifying  and- managing  health 

.care  problems  can.be  utilizedMn-  the  flevelopijlent' of  a  performajice  bas^.d 
**"  ,        ■,    •  -  ■     '  ,  ■      ■         ■  °" 

;  modular.  cuiT-iculvjn.    For  example,  a  pool  of  tasks  that  coyer  a  tange'  of  - 

prim£ity  care  functiorjs  for  a  riumhaji of  ji^alth  professionals  Ms  been  • 
■■  *>,       ■■  ,  ''.'■'.f".  ■       '  -  .  '.  '' 

identified  (Am|rftean  Associgtioji  b^^jl^cal  Clinics, -1973; 'cilpatpick,. 

:  1974;  University \pf  the  Pacif  icy 'l9$X^   Th^e  tasks  can  Se  directly  ■ 

rielatrH,  to_  the'  healtl|  care  probliems^  via  specific  modules  ;anH  can  form 

the'  bas'if-  for  eyalu^ihg:  con?)eterice  and  determining  accountability^. 

It  should  further  be  en^jhasized  that  such  curricular  content  heed  *  *  ' 

not  b^  .S^tic,  hut  .^rather,  c;aA  be.  fegulUrly  revised  on  the  basis  of  •  •  - 

eirpirically  deteriiTinedSsM  l^ew,  problems  ^r 

tasks  could  -be  added,  le?^  relevant  ones  deleted  with^^ipinimal  'e^cp^nditute- 
■ '  •■      '  ■   '       ■   ■.  ■  '  •         '  ■     ■■  "  •  ■  ' 

•of  resources  -^financial,,  tenpor^l,V or' emotional  -.as  cbiipared  to  a  ' 

^  traditionally  organized  curriculum.  «    -  '   \.  ' 

/  ^  v:J^go^i.ti6n  of  Prior  Experience.;  Many  potential  health  prbf^ssdans 


students  have  had  considerable  e^qjerience^^^  the' delivery  of  health  care. 
Mediqftl  eorpsmen,  assfi^tants  in  private  medical  and  dental  offices,  and 
other  similar  individuals  have  learned  a  great  deal-  about  health  care 
wjth  relatively  little  accredited  training.    In  addition,  there  are 
other  health  prof essiopals ,  already  trained^  who  can  build  \xpon  their  J 
existing  s^lls  to  becgine  proficient  in  a  wider  range  of  activities 
(e.g.,  registei'ed* nurses  v*io^|^      nurse  practitioners) . ^  At  present, 
prior  relevant  experience  is  usiiJaiy  acknowledged  by  recognizing  formal  ' 
5credit,^^ts  in  a^rticuldr  content  area.    Increasingly /students  are 
bein^permitted  to' take  a  ''challenge^'  exam,  which  tests  knowledge  in  a  . 
given  area  that i  if  passed,  will  exenpt  them  frcsn  additional  course  . 
requirements  in  that  area,.    Most  of  these  challenge  exams  are  written 
apd.fest  only  cognitive  knowledge,    it  is  crucial  that  new  challenge  exams 
«be  devised  that  test  actual  relevant  clinical  j)erformance  in  simulated 
or  real  settings  (Musser,  1973;  Grobnan,  La  Duca  §  Madigan,  1974;  Regents 
External. Degree  Programs,  1975). 

By  recognizing  prior  experience  ^d  proficiency  ^  student  learning 
can  become  more  efficient  (since  students*  do  not  have  to  repeat  areas 
they  have  already  mastered)  ^d  institiitional  cost-saving  can  result. 
Modularized  curricula  can^facilit^;teJihj^.    Furthermore,  some  students 
.  can  conpletfe  their  prescribed  twining  in  a  shorter  period  of  time  and 
make 'their  contributions  to  the  public's  health  care ^t*  an  earlier  date. 

Integrating  Continuing  Education  into  thg  Entire  Ediyrational  Process. 
At  present,  continuing  education /may  or  may  not  be  directly  related  to* 
an  individual  practitioner's  patient  care  needs.    Developing' curricula 
^organized  around  patient  problems  and  the  professional  tasks  needed  to 
deaJt^-^th  them  will  allow  undergraduate  content  area^^ko  be  directl^^ 


raiatmr  to  continuing  education  areas  of* need.  -  ! 

This  provides  a  <Urect  applicatign  of  undergraduate  curricaila  to 
continuing  education  #nd  cbuld  provi^  a  new  soufce  .of  materials  'whidi, 
as. discussed  earlier;  may  provide  continuing  education  support  in  under- 
^  served  areas . 

Purtherjnore,  if  skills  in  becoming  a  lifelong  learner  are  taught 
^and  practiced  \yhile  the  student  is  an  undergraduate,  th^  are  nofe  likely 
to  be  practiced  and  i^aintained  after. graduation.    SucI^  skills  include 
the  identification  of  educational  needs ,  deterniination  of  appropriate 
learning  activities  to  meet  the  need,  and  assessment  of  one's  own  Success 
'in  achieving  it.    At  present,  most  componeiits  of  our  educational  system 
neither  reinforce  nor  motivate  the  student  tp  develop  these  lifelong  ^ 
^amijf^g^kills  and  attitudes.    By  developinl;  .cinricula  that  allow  the 
student  to  seek  out  his  own  leamiijg,  rathet  than  receive  it  morer~ 
passively,  such  attitudes  and  skills  can  be-achievedi 

Greater  Quality  Controls  At  present,  quality  control  within  the 
health .professions  educational  institutions  is  variable.    The  evaluation 
that  is  ,  usually  done  enqjhasizes  recall  of  factual  knowledgef  mtfre  than 
it  does  the  performance  of  clinically  relevant  tasks.    By^designing  the 
curriculum  around  v^t^  it  is  that  the  practitioner  mu^t,.^^  be^able 
to  do  in  order  to  take  care  of  patieS!^  (rather  than  around  subject 
matter  areas  that  develop  as  txxiies  of  ^lowledge  valuable  for  their  own 
sake  rather  than  for  their  application  to  patient .care)  and  by  design-  ,  . 
ing  evaluation  instruments  based  on  patient  care  needs,  the  quality  of 
graduates 'in  terms  of  their  ability  to  perform  their  relevant  health 
care  functions  can  be  better  monitored -and  assessed. 

Improving  Evaluation  Methodology,        applying  xnany  of  the  newer 


evalUMtlon  matiio^logipiB ,  the  iiaportaiit,  but  less  easily  assessed, 
charaaterimtiqa^^i^dL  health  prof ^  can  be  measured  (Barro,  1973). 

Patient  sinulj^tioja  usi^  trained  actors  is  one  method  that  can  be.  used 
to  assess  in;^erpefsonal  skills,  as  wpll  as.  history-taking  and  physical 

^       !  0  ■  9  ' 

ekainination^  skills/  Siniulation  using  models  or  other  devices  is  anot;her 

y       '    :  /    .  ■         V  *  . 

'vmy  that  a./variety  of  motor  behaviors  and  recognition  skills  can  be  more 

reliably. assessed,  particularly  in  the  areas  o^  physical  examination. 

Conputer  ahd  wiritten  siihulations  can  lib  used  to  assess  probl^em-soiving 

skills.    Student  pefformance  in  almost  ^y  area  can  be  directly  recorded 

on  yldeotapetf  and  later  analyzed  for  pUrposes^of  both  evaluation  as  well 

as  feedback  for  inprovi^i  learnings  'Peer  and  self-evaJ.uarion  are  two 

actional  sources  of  data  that  can  prtl^ce  and  enrich  tni 

of  an  individual's  competence.    It  is  likeJt^that  t)eer'and' 

will  become] increasingly  important  as  each  health-  professional 

'  4 

maintain  his .  ccn4)3etence  and^monstrate  accountability.    Peer  and  self - 
evaluation  can  be  taijght  and  practiced  explicitly  while  the  health^ 
professions  student  is  still  in  training..  ■ 

Educators  are  becoming  more  and  more  capabl<^"of  specifying  in  , 
measurable  terms  the  requisite  performance  fo^^afh  professional  to 
trained*    Mb^  of  tliese  ccnqjetencies  relate  to  airect  patient  care,     '  ^ 
clinical  judgments  or  other  decisions, ^examination  or  treatment  skills, 
record-keeping  ot  m^nagpment  skills,  and  exercise  of  responsibility. 
At  any  given,  stage  in  a  student's  education  it  becomes  possible  to 


specify  his  level  of  con5)etence  in  objective,  perfonnance -oriented  tenjis. 
If  it  were  diesired  that  a  student  advance  ^^tqpiwar^  or  move  horizontally  ^ 
(see  below) ,  it  would  be  possible  rtoV^dgj^tify  objectively  any  performance  • 
gap  bel^^n  his  cuprint  and  his  desired  jirofessional  role  and  engage  in 


ihfc  appropriate  learning. activities  necessary  to  bridge  that  ga 
^imilarly,  both  student  and  aocietx,  wd^ia  know  exactly  what  are,^^s]^ills 
^.  an<J  ievBl  of  petforoapce  of  an.  individual  certij^e^  to  be  \a  gii&. 

profaaaional.        <■  ]■  .■*■'»/•'  • 

Horizontal  and  Vertical  ^tobilitv..  By  granting  credit  for  prior 

'  » 

experience,  according  to  performance  (rather  thah  by  crddit  units')  using 
imjafoved  methods  of  evaluation,  and  by  developing,  curricula  that  are 
•  organiz^  in  modular  fashion,  it  is  possible  to  enhance  thp  opportunities 
for  horizontal  and  vertical  mobility.    If  a  student  needs  to  take  only 
those  modules  £oiV.which  he  has  not  yet  achieved  competence,  the  efficiency 
V  of  his  learning  experiences  ,  when  moving  vertically  to  a  higher  level     ^ - 
Lthin  his  profession  or  horizontally  to  a  different  but  related  profes- 
si^  will  be  increased.    Struoiuring  the  modules  into  hierarchical' 
sy^tejns  and  identifying  overlaiJp^ig  areas  of  curriculum  .content  i'n 
related  prjfessiqjns  will  also  Enhance  mobility,  '  ^ 

In  addition  to  grating  credit  directly  for  certain  demonstrated 
perfoim^ce,  it  should  be  possible,  as  an  interim  measure,  to  devise  a 
method  for  translating  perfonnance  into  some  sort  of  relatively  standardized 
credit  unit.    For  example^  by  assigning  degree  of  difficulty  (e.g.,  as  in 
diving  competition)^  and  perhaps  by  estimating  relative  amount  of  needed 
ST^^t  content,  a  standardized -system  can  be  develc^d  that  would  achieve 
a^xible  system  for  granting  credit.    Changes  in  some  of  the  current,, 
legaKlicensure  requirements  (Such  as  requiring  a  fixed  iiumb:pr  of  hours 
tn"  a  part icuJLar  course^)  may  Ije  necessary.  '  • 

Conmmicating  and  Working^with^Other  Hea'lth  Professionals.    The  care  • 
of  patients  involves  the  coordinatejd  efforts  of  a  variety  of  different 
categories  of  health  professional.    Further,^ each  health  professional  is' 

..V  •  -  )  ■    •  ■  •  ■'      ■  ■       ,     ,  • 


V 


now  perfoming  new  rfr  different  tasksi.*  Boundaries  between  professions 
are  becaning-hazy.    It  is  essential  for  the  future  of  the  health  care  ' 
system  that  one  category  of  health  professional  be  able  to  work 
cooperatively^,  and  effectively  with  those  in  other  c^tegorie^.  skjj-is^^ 
coamunicating ,  defining  roles,  assumingt -responsibility  and  planning  work 
assignments  wilL  cxfntribut^e  gr^tly  to  a  wore  efficient  and  effective 
health  care  system  (Kindig,  1975)/   Instructional  ircaterials  for  health 
professiOTials  that  address  these  skills  are  being  developed  and  refined 

.   CR^in^  Plovnick  §  Fry,  1^75).  *  '       '  \ 

\        The  team  concept  in  health  care  echication  and  delivery  is  an* 
attractive,  but  as  yet  elusive,  goal.    Efforts  irust  Jbe  made  to  explore 
team  building  to  determine  vAiether  in^roved  qiiality  and  efficiency  with 
lessened  cost  to  the  consumer  may  be  obtained.    By  designing  learning^ 
experiences  aromd  real  health  care  situations  in  vrtjich  multiple  * 
profeissionals  must  work  and  intetact,,  the  team  concept  can  be  made 

•  realistic.       ^  *  '  ' 


a  4,     REOCM^END/VTldNS  FOR  THE  FUTURE        ,  ^     .      '  ' 

To  mpleittpn^  the  proposed  ideas  ,*  several  substantive  educatiojiial 
chgi^ges  vill  be  needed.    These  changes  are  based  in  the  educatio: 
system  and,  therefore,  by  necessity  will  involve  state  funding  of^dii^a- 
tion.    That  these  changes  mil  have  pplitical  dJi5)lications ,  ,bc^th 
tKe  educational  system  iteelf  and  withirr  the  greater  political  struqtuVe 
of  the^tate,  is  obvious.    Before  these; thanges  are  att^ted,  pilot 
experimental  projects  should  be  ihitlated  in*  order  to  develop  and  test^ 
the^ mechanisms,  materials,  and  ideas^s^gestedVi  ' 
It  should  Ig^^^be  enphasiaSy^^  portion  .^  the  ills 
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ascilbed  to  health,  care  and  health  profession^  education  (e.g; ,  high  cost 
too  much  specialization,  not  enough  personalized  care)  are  generic 
societal  problems  and,  thus;  will  not  be  alleviated  by  attention  to 
heailth  dare  alone .  .  .    •  ^ 

J-  To  make  many  of  the  reccranendations  feasible  as  well  as  to  enhance 
mplbility  throughout 'the  state%  a  majority  of  schools  eventually  must, 
ajiopt  (a)  a  modular  currictLlum  with  the  content  and  features  described, 
a3  well  as^Cb)  the  evaiuatitSi  procedures  necessary  to  inplement  it  (or  * 
at  least  develop  a  mechanism  to  relate  modules  to  courses),.    This  is 
|re^reid  A^  a  student  is  to  be  able  to  move  horizontally  or  upward  in 


r 

I 


t^e  health  professions.    At  pWent,  vAiatevejr  mobility  exists  is 

implemented  through^the  ilsual  credit-hour  system  and  occasionally  through 

niore  in<}4vidualized.^ admissions  procedures.    However,  it  is  well  known 

that  too  frequently  there  is  little  relationship  between  the  number  of 

credit-Iiours  a'  stiident  may  have  acquired  andlhis  conpetefice  in  a^civen 

^a;|pa.    Replying  the  credit-hour  system  with  a  ^system  base^  on  competence 
.  .        w  ^      *  ,      \        *      •  '   '  ' 

dealing  with  specific  patient  problems  or  on' sJcill  in  'perfoxming  \ 
professional  tasks^  will  go  a  long  i^y  toward  meJcixig  this  iftobility  more 
realistic.    'Ff2rther)a(pre ,  suiph  a  si^tem  c^  demonstrate  a  dSreclTxelation- 
ship  betweeprthe  teaching  provided  a^g^the  learning  that  has  occurred. 
Thus,  it  wdJI  2>fe  p<jssiJb2e  to  document  explicitly  the  kind  of ^ competence 
tliat  pub^ic^  m&nies  will  achieve  and  to  make  clearer  decisions  about 


allocation,  of  resources. 


The^deve^op^ent' of  a  professionally  accepted,  l^igh  quality  and  -  * 
effective' modular  curriculum,  will  be  time -consuming  and  costly.  If 
there  Is  a  substantial  CoMiiitment 'made  on  a  public  policy  level -  (such 
as  was  made  federally  for  early  childhood  education  apd  reading  , 


instruction)  and  kdequat^j  funds  allocated,  such  changes  can  be  acconplished. 
However,  substantial  public  policjy  ccajinitnient  in  itself  is  riot  sufficient, 
as  may  unfortunately  be  illustrated  by  the  two  federal  programs  jiist 
mentioned:     the  highway  of  educational  Innovation  Is  littered  with  two  kinds 
of  wrecks  or  failures :    hnder  funding  a  pro  jeep  designed  for  ttlB  solution 

v.  :  -  \ 

to  a  difficult  problem,  expecting  too  much  in  too  little  time;  or  '  9 

•        -    ■  ^  •        ••  , 

overfundlng  a  project,  heavy  with  administrative  expenses  and  bureau- 

'      '■     ,     '    ^   *  '  \-  ■     ^  \ 

cratlc  mechanisms ,  without  ^oper  local  coitmUment  and  regional 

,       *  '* '    .  '  ' 

coordination.       .       .  ^  '  ^ 

If  a  cqinmitment  to  allocate'  fundsi  for  sudh.  a  project  is  contenplated, 
groundwork  for  its  acceptance  at  all^'livels  of  ^health  professions 
education  is  required.    Vested  interests  will  need  to  be  rearranged  and 
"resistance  can  be  expected.    Individuals  willing  to  inpleijient  such>  a 
program  musjt  clearly  understand  the  goals  ^4  methods  needed  and  be 
committed  to  their  inplementaf  ion.  '         *  * 

Realistically ,  the  first  step  should  •be  to.  Implement  an  experlm(^n^^ 
pilot  program  throughout  the  state  that  would  develop  the  basic  materials' 
and ^procedure^  necessary  without  disrupting  the  existing  system.  Then, 
students  coizidjbe  admitted  to  the  pilot  programs,  with  careful  analysis 
of  studenp ^achievement  and  program  success.    Should  problems  develop,  • 
''^tu<^ents  could  be  Incorporated  Into  the  existing  heath  professions  programs 
In  t2fe  state.  '  -  ^ 

The  Initial  support  of  pdUot  experimental  programs  Is  essential 
so  that  the  entire  system  Is  not  jeopardized- by  grbss  or  unproven 
changes^.         ,  x 

Ganjxjnents  needed  for\such  large  scale  change  are  many.  Specifically: 
,    A.;^  The  health  care' and  educational  reward  systems  must  be  modified. 


■     ••   ■  •.     .  •  V  ;  ■  .  ;  / 

Time  spent^  in  developing  iJistruction  and  teaching  students  must  be  appro- 
priately reccnpensed.   Moreover,  monetary  and  status  rewaiti  systems  for 
developing  improved  methods  foj  health  maintenance  rather  than  sickness 
•  treatment  must  be  developed  and  institutionalized. 

B.    Interpersonal  skills  must  be  enphasized  in  healtK  professions 
schools.    More  attention  must  be  devoted  to'l;heir  teaching  and  more 
att^tion  must  be  devoted  toward  selecting  students  vAo- already  have 
.  achieved  significant  competence,  in  this  are'k.         ■    •  , 

C4    Increased  effort  and  energy  toward  individualizing  education 
^d  evaluation  must  be  made.  'While  this  will  undoubtedly  be  more  costly 
than  our  group  based  methods  in  the  ^hort  run,  it  will  enhance  ojjpor- 
timities  fpr  mo.re  individukls,    Itol^er,  it  should  develop  a  much  higher 
level  of  professional,  conpetence  that  will  ultimately  ii^jrove  the  health 
of  the  citizens ^of  the  state  and  result  iii  cost  savings  thereby^ 

El..    More  flexibility,  in  acceptiSig  priot  competence  must  be  developed, 
uiiiig  performance  based  methods  of  assigning^ credit.  ^Such  pefformance  ' 
based  assessment  methods,  can  have  a  direct  impact  on  the  licensure  and'  - 
certification  process  by  providing  evaluation  procedures  that  will"  more 
directly 'measure  competence  to  practice  than  the  -jnore  abstract,  knowledge- 
based  paper- and-pencil  examinations.    As  thes^e,  profcedures  are  developed  ' 
in  the  basic  educational  programs  ,c  they  will  affect  retertificatidn  and 
relicensure  procedures  as^ll.  / 


*  These  reconmendations  cannot  be  inplemehted  tomorrow.  '  But  some 
are  already  being  eqperimented  with  in  a  vaViety  of  schools  and  locations 
throughout  the  country.    If , there  is  coranitment  from  our  politicians, 

;     •     '  •     •     •      ^  - 


desire  from  our  informed  citizenij/consumers^  and  understanding  from 
our  educators »  the  next  five- ten  years  can  bring  substantial  change 
the  directitm  of  these  reccmnendat ions  • 
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1976  , 
'   ACCREDITED  SCBOOL  LIST 
Pre-Servlce  Progfams  In  Professional  Nursing 


Baccalaureate  Degree 


1. 
2. 
3/ 
A. 
5. 
6. 
7. 
8. 
9. 
10. 

il- 
ia. 

13. 


1. 

3. 

'4. 
5. 


1, 

2/ 

3* 

4. 

5. 

6. 

7- 

8. 

9. 

10. 

11* 

12. 

13. 

14. 

15. 


Arusa  PaclflV  College  -  ^ 

Blolji  Col^ge  - 
California  State  C0)^e^e-"-Bakersfleid 
California  State.  Univer8ity--Chlco 
California  State  University — Frfednd 
California:  State  University^— Hayward 
California  State  University — Long  Beach 
Calif ottiia  State  UniVerplty^ — L.A*. 
California  State  Unlversity~Sa9ra]fiento 
Huiid>oldt  State  University 
Lona  Linda  University 
Mount  is t.  Mary* s  College 
Point  Loma  College 


14.    San  Diego  State  Universfty 
15m    Saa;Franclsca  State  University 
'16v^San  Jose  State  University 

17. -''univ.  of  Calif omia—L.Ai  * 

18.  Univ.  of  Calif omia~S.F. 

19.  Univ.  ofsim  Francisco 
*20.    Univ.  of  San  Diego 
*21.    Holy  Names  College" 
*22.    Sonoma  State  College  ; 

*23.    San  Bemadino  CQllege  .  / 

*24.    Fuliert on  College' 


Dip  loma  Pe  g  xej^  , 

California  Hospital^  School  of  Nursing 

Kaiser  Foundatltm  School  of  Nursing  ,  ' 

Lo's  Angeles  County  Medical  Center »  School  of  Nursing 

St.  Luket*s  Hospital^  School  of  Nursing 

Samuel  Herri tt  Hospital »  School  of  Nursing 


Associate  Degree 


American  River  College 

AnteJ^ope  Valley  College 

Bakers field  College 

Cabrillo  College 

Ce rrit OS ^ College 

Chabot  College 

Chaf fey  College 

City  College  of  San  Francisco 

College  of  the  Desert 

College  of  Marin 

College  of  the  Redwoods 

College  of  San  Mateo 

College  of  the  Sequias 

Compton  College 

Contra  Costa  College 


16.  Cuesta  College 

17.  Cypress  _College 

18.  De  Anza  College 

19.  East  Los  Angeles  College 

20.  El  Camino  College 

21.  Evergreen  Vdlley  College 
22*  Fresno  Ci.ty  College  " 

23.  Golden  West  College 

24.  Grossmont  College 

25.  Hartnell  College 

26.  Imperial  Valley  College 

27.  Loma  Linda  University 
28..  Long  Beach  City  College 

29.  Los  Angeles  City  College 

30.  Los  Angeles  Harbor  College 


Thes'e  programs  require  that  entering  students  alr&ady  possess  a  R.N.  degree. 


ERIC 


31. 
32. 
33. 
34. 
35. 
36. 
37. 
38. 
39.', 
40. 
'41. 
42. 
43i 
44. 
45. 
46. 

4?: 

48. 
49. 
50, 
51. 
52. 
5Ji 
54'. 
55. 
56. 
57. 
58. 
59. 
60. 


Loa  Antala*  Plarctt  Coll4i|«^ 
Loa  Antalail  SoutlniDiat  CoU«aa 
Loa  Aatalaa  Trada-Tachnlcal  Goll«g<L, 
Loa  .^galaa  Vallay  College 
loa  Medonoa  College'  -  . 

Htfrrltt  College 

^Modaato  Junior  Cbl^lege 
Mount  St  Mary* a  College 
Mount  San  Antonio  College 
Napa  Collage 

Ohlone  College  i  ' 

Pacific  Union  College 
Palomar  College 
Paaaden^  City  College  , 
Rio  ,  Hondo  College  ,  ,^  ,.  i 
Rlveraide  a,ty  Ooll^ie'<i i-u^^  ^ 
Sacraaentd  City  Coli^pg^  '  % 
Saddlel^ack  College 
San^Betnardlnb  Valley  College 
San  Diego  City  College      ?r. - 
S.an  Joaquin,  Delta  Collage 
Santa  Ana  CcfUegie, 
Santa  Barbara  ,^City,  College 
Santa  Monical  CoHege  , 
Santa  Roaa  Juniot.  College 
Shaata  College 
Solano  Coaaunity  Collega 
Southwcatem  College 
Vratura  College  ^ 
Victor  Valley  College 


1 


J 


Graduate  Programs 


Haetera" Degree 


le  California  State  Univ. — ^Long  Beach 

2.  California  State  UniyV— Los  Angeles 

3.  California  St^te  Univ.—Sacz&nento 
4e  California  S^te  tJniVe — Fresno 

5.  California  State  Univ. ~Chico 


6.  San  Jose  State  University  * 

7.  ^  University  of  Caliiomia~L.A. 

8.  University  of  Callfomla-TS.F. 

9.  Lona  Linda  University., 


.1.    University  of  California— S.F. 


Doctoral  Degree 


SOURCE: 


Board  of  Registered  NuMlAg,  American  Nurses'  Association. 


CALIFOBNU  ACCREDITED  .VOCATIONAL  NURSING  PROGRAMS,  NUHBEH  OF  GRADUATES,  1975 


incock  College,  Santa  Harla  23 

1  Vocational  School,  Los  Angeles  *  165 

laid  College,  l^kersfleld  33 

School  of  Nursing  Arts, ^Santa  Monica  59 

r.' College  District,  Durham  .  24 

for  Bealth  Studies,  San  Francisco  ■  ^  14 

aa  Inatitute  of  Technology,  Pacoima  '  10 

I  College,' Noryalk  46 

College,  Xlta  Lona  24 

College,  Azusa  44 

of  Allied  Health  Career?,  Los  Angeles  7 
of  Calif.  Medical  Affiliates,  San  Francsico  46 

of  the  Canyons,  Valencia  16 
of  the  Desert,  Palm  Desert                  -  21' 

of  the  Marin, 'Kentfield  13 

of  the  Redwoods,  Eureka  27 

of  Sian  Mateo,  San  Mateo  33 

of  the  Siskiyous,  Weed  14 

College,  Compton  '25 

College,  San  Luis  Obispo  12 

College,  Cypress  50 

College,  Cupertino  16 

f  Skills  Center,  Oakland  41 

I  Angeles  College,  Los- Angeles  20 

&a  Vocational  School,  San  Lorenzo  38 

lo/College,  Torran<;^  '37 

:ity  College,  Fresnc?,  39 
Community  Education  Center,  SarN  Francis qo  35 

College,  Gilray        '  \  1 

i  College,  Gleiidale  43 

it  School  District,  La -Mesa  77 

^est  Cpllege,  Huntington  Beach  '67 

L  College,  Salinas  1 

Adult  school,  Hayward            *  50 

ffundation  Hospital,  Fontana  13 


Laney  College,  Oakland  39 
La  sierra  Academy,  Riverside  11 
Letterman  General  Hospital,  SF  25 
Livermore  Valley  Adult  School,  Livermore  13 
Loma  Linda  University  Hospital,  Loma 

Linda  "27 

Long  Beach  City .College,  Long  Beach  "56 
Los  Angeles  City  Adult  School,  LA  ^  9.5 
Los  Angeles  City  Adult  School  m6ta^  ;LA  .  76 
Lob  Angeles  County-USC  Medical  Center,  LA  '  38 
Los  Angeles  Harbor  College,  Wilmington  39 
Los  Angeles  Trade-Technica|  College,  LA  65- 
Los  Angeles  Valley  Cfollege,  Van  Nuys  ,  29 
Los  Medanos  College,  Pittsburg  "  '  . ''v  0.6 
Merced  College,  Merced     ^  '  '''21^ 

Mera  Costa  College,  Oceanside  /  22 
Modesto  Junior  College,  Modesto^  73 
Mt.  San  Antonio  College,  Valnut  51 
Napa  College,  Napa  25 
Neumiller  Hospital  School  of  Vocational 

Nursing,  San  Quentin  4 
Pasadena  City  College,  Pasadena  \  40 
Pittsburg  Adult/ Ed.  Vocational  Nursing 

Program,  PitWB«^  20 
Porterville  College,  Porterville  20 
Rancho  Arroyo  Sc(iool,  Sacramento  16 
Rio  Hondo  Junior  College,  Whittier  *  '58 
Rincon  Inter-Comm,  School  of  Vocational 

Nursing , ^Frontera  13 
Riverside  College,  Riverside  29 

v85 

San  Bernardino  Valley  College,  San 
s  :    Bernardino  '.  v20 
'  >Sen  Diego  City  College,  San  Diego     .  40 

San  Diego  Mesa  College,  San  Diego  49 


Board  of  {Vocational  Nurse  and  Psychiatric  Technician  Examiners, 
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ERIC 


1975  PROGRAMS— LVN  GRADUATES  (continued) 


Sail  Frwielsco  Skills  Center »  San  Francisco  19 

San  Joaquin  Delta'  College »  Stockton  37 
Santa  Ana  College*  Santa  Ana^  ;  ' 

Santa  Barbara  City  College/  Santa  Barbara  25 

Santa  Honiea  City  College »  Santa  Monica  ^  20 

Sierra  College;  Rocklin  .    /  ^6 

Silas  B.  Oiys.Aray  Hospital*  Fort  prd  17 

Slpi  Valley  Adult  School »  Slal  41 

Solano  ^TOflBunity  Colleg'e*  Sulsua  U 

Sotttfaveatem*  College                          ^  36 

Ukiah  Adult  School^  Ukiah  25 

United  Health  Careers  Institute;  San  Bernardino  12 
Valley  College  of  Medical  Dental  Assistants » ^ 

Horth  Hollywood     -  44 

Ventura  College »  Ventura  .27 

Vocational  Nursing  School  of  California »  LA  214 

West  Valley  College^  Saratogil  56 

Yuba  College^  Marysvl^e  •  ^  47 

YVCk  Job  Coirps»  LA  23 

TOffAL,  3,064 
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4 


B.S. 


.  ,1972-1915 

t 

y 

YmLM-F  aik  CHLDH  PRE  FUL  HAY  HUM  LB  LA  M  POM 

SAC  S  B 

S  D 

S  F  S  J  SLO 

SON  STA 

TOTAL  J. 

living  A 

7H2  M 

■  '3 

6 

11  7 

4 

2  5 

4 

30' 

P 

58 

39 

•  '13   60  132  : 

48 

101 

79  92 

672 

4 

14 

i;  1  2  ,6' 

1 

3 

4  6 

42  ,'  1 

\ 
r 

00 

lie 

115 

,19  '20   72  140    . , 

46 

81 

53.  113 

725 

73-74,  M  . 

3  3 

.  13 

•"    5    0  r23 

4 

3 

J  8:- 

■  71  ' 

•F 

59  86 

..  •  92 
r 

,    .50   22   71  'io 

72 

76- 

'"55  122 

30-. 

945 

7W5  M 

,4  '4 

12 

,      0    '3.    2,'  13.; 

4 

4  9 

3 

64 

.  F 

34  88 

116 

■    .87   36  ,  81  165 

55 

78 

76  105 

53 

974 

Total  , 

100  312 

V  1 

h 

■     162   9^  ;90  696 

231 

352 

■  274,  460 

93  ' 

.3523  • 

M.S. ' 


71-72 

M 

0 

3 

/  0 

,  F  . 

1 

,  13  , 

24 

72-73 

M 

.  1 

5  ■ 

f 

,  3 

■  7 

'  39 

73-74 

M 

0 

3 

1 

F 

8 

15* 

■    .  ■  ^5 

74^5* 

2 

2 

I 

F 

4  ' 

12 

28 

Total 

■  19 

60  " 

139 

2 

5 

12 

50 

0 

.  7 

9 

58 

P 

4 

12  • 

.  80 

0  , 

5 

15 

59' 

50  ^ 

268  . 

Source:  Division  of  Institutional  Research,  Office  of  the  (ifiarfcellor,  the  California  State  University  and, Colleges; 
Los  Angeles,  California.  ' 


Key:  BAK  -  Bakersfield 
CHI  •  Chico 
'• .  D  H  -  Doainguez  Hills 
PRE  -  Fresno 


FUL  -  Fu^erton 
HAY'-'Hayward  ■ 
HUM  -  HuDiboldt 
L  B.  -  Long  Beach 
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L  A  -  Los  Angeles 
NOR  -  Northridge 

POM  -  California  Polytechnic  .  dino' 
University,  Pomona  .   S  D  -  San  Diego 

S  F'- San  Fran- 
Cisco 


.■A 


SAC  -  Sacramento  'S  J  -  San  Jose 
S  B  "  San  Bernar-  SLO  -  California  ■ 

Poly.  Univ., 
San  JiUls  Obisbo 
,SON  -  Sonoma 
STA  -  Stanislauj^ 


HURSING  DECREES  CONFERRED 
Iveralty  of  California,  1965-66  through  1973-74 


Loa  Angeles 


Masters 

»  Doctorfttes 

1965-66 

A8 

1966-67 

46 

•  — — 

1967-68 

34 

1968-69 

29 

1969-70 

67  ^ 

1970-71 

61 

1971-72 

62 

1972-73 

76 

1973-74 

98 

•     *  / 

Masters 
91 
102  . 
Ill 
137 
127' 
M9 
137 
159 

* 

116 


San  Francisco 

Doctorates 


1 
2 
1 
5 
6 
4 


SOURCE:    Offices,  of  the  p^ans  of  the  Schools  of  Nursing. 

i 

*Drop  from  previous  year  Is  duer  to  an  administrative  decision  to  change  t fie  degree 
ab^ai^e  date. 


/ 
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B-6 


♦  ■'  .  '■'■'■•> 

AGE  DISTRIBUTION  OF  197A  DENTAL  <aADUATES  IN  CALIFORNIA 


A  Age  Numbei^of  Graduates  / 

^                  ■      *          .     . ,  ■  ■  *  *  '  -;:Lr  •  *    ,  y  . 

22  ,17    '  .        ^        :  • 

25  4 

26  31 

,27  120  .     .  •  • 

28  .  166 

29  *-  -^T^      -  73 

30  ^  44  ' 

31  22  - 

32  18 

33  .         '  19 

34  13 

35  11 

36  9  j: 


1975  ACTIVE  ?)ENTISTS  IN  CALITORHIA  BY  STATE  OP  GRADUATION 

. .   ■        .       ■    ••         .     •  > 

State  of  Graduation  Number  of  Dentists 

•■     ■     ■  '  .    ■  ■ . 

Alabama  12 

California                            ^  9,495 

Colorado                                '  ,  25 

District  of  Columbia          '     .  2^7 

Florida          *                           *  1 

deorgia  39 

Illinois  1,12^ 
Indiana'         /                                •  ,10$ 

Iowa  173 

Kentucky       ,                 ,  vfil 

"  Louisiana            -                      ,  31 

Kassachusetts  106 

Haryland  105 

Michigan  246  ♦ 

Minnesota  -                              *  278 

Missouri  621 

Nebraska         ^  363 

North  Carolina  5  .  r 

New  Jersey  43 

New  York  274, 

Ohio  378 

Oregon                                          .  366 

.  Pennsylvania                        '  4o3  * 

;       5^  3 

■^^tl^^bfcesspe  ,  132 


258 


■? 


•AJ^*™  *  '  15,146 

Foreign  •  212 


TOTAL  ^  15,358 


SOURCE:    American  Dental  Association 


AGB  DISTRIBUnOM  OF  1975  ACTIVE  DENTISTS  IN  CALIFORNIA 

.  •  ■•      •      '       .  \  I 

Age        Number  of  Dentists  Age  ?H2k££_2l-2*2£iS52 

24  20 

25  139 

26  286 

27  '332 

28  435 

29  442 

30  424 

31  471 

32  503 

33  365 
3A  396 
I?  337 
'^6  362 

37  372 

38  3>6 

39  AlO 

40  .  339 

41  381 

42  .  371  ' 

43  358 

44  344 

45  272 

46  243 

47  264 

48  300  . 

49  264 

50  .300 


51 

336 

52 

339 

53 

357 

54 

329 

55 

279  ' 

56 

•  248 

57 

211 

58 

.  223 

59 

195 

60 

167 

61 

162 

62 

146 

63 

123 

64 

131 

65 

129 

66 

118^ 

67 

135  • 

69 

'  132 

70 

,141 

71 

143 

72 

127 

73     .  ^ 

,  132 

74 

121 

75 

108 

Over  75 

870 

NR* 

574 

Total 

1535^-^ 

622 


two! 

Gr^uitipn  D.U.A.' 


1973 

.1974' 

1973 

1972 

1971 

1970 

1969 

1968 

1967  . 

1966 

1965 

1964 

1963 

1962 

1961 . 

1960. 

1959 

1958 

1957  ' 

1956 

1955 

1954  . 

1953. 

1952' 

1951 V 

1950 

1949 

1948  ' 

1*947 

1946 

1945  • 

m 

1943 

1^2- 

1941 

1940  ■ 

pre-l940 

Totil 


91 
78 
75 

73; 

75 
'61 
21 
20 


494 


70 

59 

53 

59 

61 

60 

60 

61 

59 

.60i 

64^  ^ 

64 
.'68 

97 
106 
113 
104 

97 

96 

83 

91 
100 
'  97 

92 
•86. 

77 

54 

33 

68 
93 
99 

79 

,5^ 
''41 
54' 

1,035 
.3,710 


BY  SCHOOL.  OF  GRADUATION 

Onlverii^yof  ^  J,  University  of '  State 
So.  Calif.'    Lona  Linda  '    the  Pacific  Total 


Other 
U.S. 


Foreijft,  Total 


101 

:  101 
99 

•  97 
95 
97 
89 
92 
75' 
81 
82 
.85 
87 
84 
N  91' 
81 
92 
88' 
90 
92 

"  96 
89 
88 
72 
92 

'  82 
"48 
39 
73 
58 
89 
75 
117 
■  "31 
'48 
40 
'870 
3.806 


.95 
36 
lij 
24 

J3. 
.43 
40 
31 

'39 
23 
26 

■■32 

•32 
3V 
'32 
28 
27 
30 
24 


669 


'85 

'         137  ' 

♦ 

411  * 

ijb 

<  K7 

:  \ 

I 

598 
569 

76^' 

llfl 

iio 

459 

'  74 

Oil , 

li4 

i 

463 

'     '  67' 

V  f 

17A 
1/0 

511 

49 

310 

17/ 

J 

CIA 
^10 

51 

*  Q 
0 

473 

53 

1M* 
ioq 

1 0 

/CO 

452 

47 

520 

IQft 

17.0 

y 

42/ 

34 

170 

'ifil 
IOJ 

13  ^ 

00/ 

394 

54 

?9fi 

101 
l7J 

ID 

/  OA 

429 

.46"  ■ 

2?7 

9nQ 

zuo 

1 A 

/  /  c 

445 

41 

99fi 

HQ 

.  lou  . 

0 
0 

1 

416 

917 

9rt/. 

lY 

433 

990 

ICQ 
IJO 

T 

/ 

OA  1 

394 

999 

15U 

6 

O^A 

378 

991 

1/.0 

3 

■  375  • 

91*! 

1  to 

1 1 
11 

OA/ 

384 

u 

i 

i 

910  • 

1 

9 

OPA 

350 

17S 

100 

0/  1 

347 

■    '  187 

10/ 

141 

z 

OOA 

■  330 

• 

IRQ 

X07 

in 
IJj 

1 0 

u 

on/ 

336 

iOj 

in/. 

0 
0 

AAn 

297 

I^A 

104 

00 
77 

0 

Alt 

271 

k  ■ 

17ft 
1/0 

OO 
70 

A 

AAn 

282 

,  ■ 

lb 

aHa 

239  ' 

ino 

iVi 

CO 

0  ■  1 

1  /a  ' 

160 

78 

/  0 

QO 

7U 

7 

/  ) 

,175  , 

111 
ijj 

V 106 

0 

,241 

12fi 

liU 

09* 

.74 

Z  ■ 

^  182 

101 

m- 

fi7 

204 

170 

56 

0 

070 

83" 

1 

140 

89 
94 

36 
48 

1 

142 

1,906 

846  ' 

'13 

2,765 

816 

9,495  ' 

5.651  , 

212.  15,358 

j^^p|(--»rlwn>ntal  Association,  Chicago,  Illinois,  December  1975. 


.  *         ,     APPENDIX  D  . 

.  Methodology  and  Base  Case  for  PJjiysician  Supply 
Prbjectlons -and  Migratibn  Analysis  . 

. '  ■  •  ■'•  .  ■    ■  ■• ;  .  ■     ■ ••••    V   ■  .  "  ^ 

Basic  Projection  Methodology  \  ^ 

In  this  appendix:  the  appraach  used  for  pro jectitng  the  number  of  active 
physicians  in  California  consists  of  two  steps..   In  the  first  step,  the 
total  future  number  of  physicians  is  estimated*    In  the  second,  the  propor- 
tion of  these  physicians  actively  employed  is  calculated.    Th€  methoiiology 
used  for  accorapliship^gN the  first  step  involves  three  tasks.    First,  losses- 
in  the  current  suppl^if  physicians  due  to  attjrition  from  death^re  calcu- 
lated.   Second,  net  additions  to  the  supply  from  the  expected  flow  of-i^i- 
migrating  physicians  trained  outsa^de  the  state  are  estimated.    Third,  net  - 
additibi^s  to  this  supply  from  the  expected  flow  of  new  graduates  frbm 
California  medical  schools  are  projected.    In  estimating  additions  to^^ 
3upply,  a  distinction  is  made  between  residents  and  interns  and  other 
physicians.    A  further  distinction  is  made  between  physicians  trained  in  the 
state  and  physicians  trained  outside  the  state — i.e.,  those  who  are  graduate 
of  U.S.  medical  schools  and  those  who  attended  foreign  medical  schools. 

-  Using  this  methodology  to  project  the  future  number  of  physicians 
implies  a  model  reflecting  fundamental  age-related  changes  in  the  career 
patterns  of  physicians.^  This  model  can  be  expressed  symbolically  as:/ 


TWDCt)  «  ZTMD(i,t)  ^       ,  Gpr-l)^ 

;    AMD(^)'=  EAQA(i,t3+RI(i,tr  (D-2) 

•mD(i.t)  «=  OA(i.t>+RI(i.t)          "  (D-3) 

ADA(i.t)  »  OA,(i'.t)P(A|R.il   '  (0-4) 

OA(i,t)  »  OAC(i.t)+OAU(i.t)+OAF(i,t)       .         .  (D-5) 

Rl(i^t)  p  RlqCi.t)+RIU(i,-t)+RIF(i,t3  ;  (D-6) 

OAGCi.t)  5  OAC(i-l.t-l)Xl-d(i-l))+NOAC(i-l,t-l)  ,                 ;  (D-7) 

OAU(i.t)  =  OAU(i-lTt-l)(i-d(i-l).)+NOAU(i-l.t-l)  „  (D-89 

OAF(i.t)  =  6AF(i-l.t-l)(l-d(i-l))+N0AF(i-l.t-l)  .  (D-9) 

.RIC(i,t)  =  RIC(i-l,vt-l)(l-d(i-l))+NRIC(i-l.t-l)  (D-IO) 


'  IttU(i.t)  -  RIU(i-I.t-l)(l-d(i-l))*NRIU(i-l.t-l)         .  .  (MO) 

.    MP(i.t)  •  l»F(i-l.t-l)<l*d(i-l))*NRIF(i-l,t-l)  '    :  (D-11) 
-                i5               "  . 
«iaAC(i-l.t-l)*-^jCCO(m)B(i-B)GC(t-J»-l)    -  '    (D-12)  ' 

'   ■        ,  .  *      •     ■   ■  "         ■■'         ■  •  " 

MOAU(i-l,t-l)  -j^jCUO(m)P(i-m)GU(t-iiPl)  (D-14) 

NOAF(i.-l,t-l>  -  FO«NOAU(i-l,t-l)     .  '         .  "  *  (D-IS) 

■  .  10  ■  '    :  ,  . 

NRIC(i-l,t-l)  -j^jCCR(m)B(i-m)GC(t-in-l)'  -  -  (P-16) 

'•w      ■    ■    ■      ll'  '      ■'■  ' 

NRItl(i-l,t-l)  -JCjCyR(in)B(i-in)GU(t-m-t)  (0-17) 

NRIFCi-l,t-l)  -  FR-NRIU(i-l,t-l)  -         '  ^  (0-18) 

1>iD(t)  «  the  number  of  physicians  licrensed  "and  living  in  California  in 
^  •         time  period  t.  . 

AMD(t)  *  the'  number  of  active  licensed  physicians  living  in  California 

in  time  period  t.  ^ 

P(AtR,i)  ■  the^conditional  probability  that  a  physician  will  be  active, 
.-  given  that  he  or  she  is  licensed  and  ifiving  in  the  state  andv 
i  years  old  (Table  D- 9).    -  ■ 

TM)(i,t)  ■  the  number  o^physici^s  of  age  i  licensed  and  living  in 
,     CAllfornia  in  tiAe  period  t  (Table 

«  the  number  of  active  other  physiciai^s  (nonresident  and  non- 
intern)  of  age' i  licensed  and  living  Inr California  in  time 
period  t,^  >  •  ..  . 

OA(i,t)  »  the  number  of  other  (nonresident  and  nohintem>  physicians 

of  age  1  licensed  aSid  living  in  California  in  time  period  t  o 
^         (Table  D-3).  V       ,  >  ^ 


RI(i,t)  «  the  number  of  residents,  and  |ntfe;rns  of  age  i  living  and    -      .  ^ 
ircensed  in,  Ca^lifornia  in  time  perit)d  t^^^^ 

OAC(i,  t)  ■  the.number  of' other  (nonresident  and  nonintem)  physicians  " 
of  age  i  who  graduated  from  California  medical  schools  and  aye 
licensed  tod  living  in  California  in  time  period jt.  ' 

OAU(l,t)  ■  the  number,  of  other  (nonces iyleirtt  and  nonintem)  physicians 
\  V.         of  age  i  who  graduated  froyu.S.  medical  schools  arid  are 
.  ?  licensed  and  living  in  California  in  time  period  t. 

Olf(i,;t);  «,the  htonber  of  other  (non;(^$ident  j^pd  nonintem)  physicians 
L        ag45  i  who  graduated  frOT  foreigji^m^dicir  schools  and  are 
V.  /4  Jlicensed  ajul;;^^ 


OAC(i-l,t-l)  «  the  number  of  other  (nohresident  and  rion- intern)  physicians 
of  age  (i-1)  whb  graduatel^  from  California  medical  schools, 
.  who  are, licensed  and  living  in  California  in  time  period 
.  (t-1),  and  who  werer  also  practicing  in  California  in  time 
period  (t-1)*     ,  '  , 

.OAUCi-l,t-l) number  . of  other  (nonresident  and  non- intern)  physicians  of 
age  (i-:l)  who  graduated  froin  U.S.  medical  schools,  who  are 
licensed  and  living  in  ^aliifomia  .in  time  period  (t-l), 
and  who  were^also  practicing  in  Califomi^a  in  time  period 
•  •  .-'  *  •    (t-l)..'     -  ■•  ,         ^     .  >       •   .  . 

OAF(i-l,t^l)      nubri)er  of  other  (nbnre.^ident-  and  hon-inteni)  physicians  of 
,  age  (i-1)  who  graduated  from  foreign  medical  schools,  nho 
are  licensed  and  liViiTg  in  California  in  time  period  (t-l), 
and,  who  werd^ also  practicing  in  California  in  time  period 
(t-l).  '  1 

NOAC(i-l,t-l) '=  number  of  other  (nonresident  and  noii-inteOT)  physicians  of  < 
\   -  •       ag^  ti-l)»who  graduated  from  California  medical  schools  and, 

who  first  too^  up  practice  in  California  in  tiijfc  pel^iod 

-  '  (t-l).        ,      :     -  • 

NOAU(i-l,t-l)  =  numbed  of  other  (nonresident  and  rion-intefn)  physicians  of 
age  (i-1)  who  graduated  from  U.S.  medical,  schools-^d  who 
fir?t  took  up  practice  in^ California  in^ time  period  (t-1).^ 

NOAF(i-l,t-l)  =  number  of  other  (nonresident  and  non-intern)  physicians  of 

age  (i-1)  who  graduated  from.forieign  ta^dical  schools  and  who 
/  first  took  up  practice  in  California  in  time  period  (t-l). 

R|C(i,t)  =  the  number  of  .resident  and  intern  physicians  of  age  i  who  ^ 
graduated  from  Califemia  medical  schools  and  who  are  li- 
censed and  living  in  California  in  time  period  t. 
■    ^    '    .  ■  •  %  - 

RIU(i,t) the  numbed  of  resident  and  intern  physicians  of  age  .i  who 

gjraduated  from, U.S.  medical  schools  and  who  are  licensed 
and/living  in  California  in  time -period  t. 

RIF(i,t)  =  the'  number  of  resident  and  intern  pliysiciahs  of  age  i  who 
.   ^       graduated  fr*^m  foreign 'medical  schools  and  who  are  licensed 
*  and -living  in  California  in  time  J)eriod  ^  ^ 

RIC(i-l:,t-l)  =  the  number >0f  resident,  and^ intern  physicians  of  age  (i-1) 
;  ,  who  graduatied  from  California  medical  s.f:hools,  who  are 

licensed  and  livi^ng  in  California  in  time  period  (t-l),  and 
.  A  .  who  were  also  practicing  in  California  in  time  period 

•   ,    ,        (t^l).   ^         -  -  ,  f 

RIU(i-l,t-l)  «  the  number  Of  resident  and  intern  physicians  of  age  (i-1) 
who  graduated  from  U.S.  medical  schools,  who  are  licensed 
and  living  in  California  in  time  period  (t-l),  and  who  were. 
,  '  -   ;^  .         also  practicing  in  California  in  time  period  (t-l). 


RIP(l-l,t-l)  H  thm  niMb^r  of  rM^dent  and  intern  physicians  of  age  (i-1) 
r  irho  graduated  ftoB  foreign  Bedlcal  schools »  who  ajre^  li-  ^ 
^  ieensed  ttid  living  lA  California  in  time  period  (t-1),  and 

'  ^        who  were  also  practicing  in  California  in  time  period  (t-1), 

NRIC(i*'l«t-l)  ■  the  niaber  of  resident  and  intern  physicians  of  ^ge  (i-I)  ^ 
who  graduated  from  California  medical  schqols  ^4  who  first 
took  \Mp  practice  in  California  in  time  period  (t-1),* 

^  the  nufiber  of  resident  and  intern  physicians  of  agtf  (i-1) 
who  gt^duated  ftpmU.S.  medical  schools  and  who  first  took 
iqp  practice  in  Cal^fprnia  in  time  period  (t-1). 

-  the  i^unber  of  resid^t  and  intern  physicfans  of  age  (i-1) 
who  graduated  fr^  foreign  medical  schools  and  who  first 
took  up  practice*  iSn  California  in^time  period  (t-^) . 

■  the  fraction  of  gi^aduates  of  California  medical  schools 
.  who  take  up  other  (nonresident  an^  non- intern)  pT^actice  in 

Califomii^  m , years  a'fter  graduation  (Table  D-5). 

■  the  fraction  of  graduates  of  U.S.  medical  schools  whVtake 
up  practice  in  California  m  years  After  graduation^ (Table  D-4) 

■  tlie  fraction  of  graduates  of  California  medical  schools  who 
take  up  practice  in  California  as  residents  or  interns  m 

^  ^  ye^rs  after  graduation  (Table  D-S) .  ^ 

CUR(m)  »  the  fraction. of  graduates  of  U-S.  ^medical  schools  who  take 
up  practice  in  California %as  residents  and  interns  m  years 
after  graduation  (Tabl^  D-4). 

FO  ■  a  factor  expressing  the  number  df  foreign-^  medical  school 

i;raduates  who  take  up  practice  in  California  as  other  (non- 
^iresident  and  non- intern)  physicians  for  the:»first  ^ime  in 
time  period  (t-1)  as  a  fraction  of  U.S.  graduates  who  take 
up  such  practice  in  California  for  the  f irsit  time  in  time 
period  (t-1).  * 

H      FR  «  a  factor  expressing  the  number  of  foreign  medical  "school 
graduates  who  take  up  practice  in  Califorrfia  as ^resident 
*nd  intern  physicftan^^^or  the  first  time  in  time  period 
.  (t-1)  ai  a  fraction  ol  U.S.  graduates  who  takd  up  such 

practice  in  California  for  the  first  time  irf  time  period 
•(t-1). 

Btl-m)  «  the  fraction  of  ea^  gr^lduating  cjass  that  is  i  years  old.  ' 
m  years  after  graduation. 

.  •  '  '   ^     ■  ^ 

GC(t-m-l)  «  the  nunbei^  of  California  medical  school  graduates  in  year 
.      (t-m-lj  (Table  D-8)^ 

GU(t-m-l)  «  the  nva^ef  of  U.S.  medical .school  graduates  in  yfear  (t-m-1).  ^ 

m  «  the  number  of  years  since,  graduation  (Table  D*6)  . 


.  4(1-1)     the  pr9ba|>if  J^ty  of  #eath  fo^  physicians  of  age  (i-1)  in  a  - 

*    ♦  V  *  gWon  time  nerlod.  *  • 

^  '  U  .       .    *         ♦    ^  ^     '  • 

The  Est1fr)|tBd  ExIstlng  SyoDly  "        ^  €> 

Tbe  curicen't  supply  of  lj.<}|»if5ed  physicians  in  the  state  of  California  is 

•  comyosed  pf  residents  and, interns  and  thgse'who  ave  in  practice;  outside  of 
^such  prs^grams.    Since  th%re  arcr'nany  possible  p:|g^fessional  settings,  all 

physicians  not  enrolled  in  residency  or  internship  programs  are  referred  to 

*  in  this  repo^;t  as  oth^jr  physicians. Each. of  these  two  groups  are  comprised 
of  phys\cinns  trained  in  C^lifornia^  those  trained  in  the  United  States  but 
outside  California,  and  tho^e  trained  outside  the  United  States,  commonly 
referred  to  as  foreign  medical  -graduates  (FMGsf.    The  cross-tabulation  of  ^ 
the  estimated  number  of  1975  Califomila  physicians  l^y  eacb  of  these  cater 
gories  is  shown  in  Table  D-1.  , 

Td^le  Cross-TabuUtionwOf  Estimated  .1975  California  Physician  Supply* 


Total  • 

Residents 

Other  Active 

L1cens€ld 

aad  Interns 

Physicians  • 

California  graduates  / 

*■  • 

13,147 

.  2.050 

10,104 

•  Ojther  y.S.  'graduates  : 

27,967 

*  4«il41 

21,69^ 

Foreign  medical  graduates 

.  5,050 

637 

4,018      -  . 

-Total  .. 

^|.j46|i65 

^  ''6,829 

35,816 

♦December  1975 


.  •      *  The  3ata  in  TablQ  D-1  wepe  derived  from  the  California  state  board' of 
•      ,.       '  *  »  ■    *"  ■ 

licensing  and  the  American  MedicaT  Assdciation  (AMA)  Blaster  computer  tapes 

ftf  physicians,  with  the  total  number,  of  physicians  being  taken  from  tfie 

boa^ti^f igures'  and  tha  distribution  by  age  .and  category  being  taken  from. 

the  AMA  tapes.    Ai  of  December  1975  ^the'^state  licensing  board  reports  46,165 

total  licensed  physician/.    INTEJ^PLAN  estimatesi  that     all     of  these  were 

'        '    4ft  -  .    '  .  ^  ^  ^-  *        i        '  ' 

nonrjfederal  physicians,  an*  that  45,646  were  active  /hon-federal.  '  This  coin- 

cides  very  well  with  theVAMA  tape  estimate  of  42,452  actiye  no^^-federal 

physTciaris  in  California  at  year  end  1975.  *  ^ 

•  .  *••    '    -  f  ■ 


The  figures  in  Table        show 'that  over  70  percent  of  the  197S  •California 
physician  siq)piy  received  their  degrees  outside  either  the  state  or  the  natidn. 
Further,  residents  and  interns  comprise  almost  IS  percent  of  the  total.  These" 

percentages  are  suanarized  in  Table  D*2/ii 

.       •  '  ...  '  ^ 

Table  D-2.    Percentage. Distribution  of  Estimated  1975  California  Physician 
 .  Supply  ;   ,  ^ 


California  graduates  ^ 
Other  U.S.  graduates  , 
Foreign  medical  graduates 


Total 

Residents, 
,and  Interns 

Other 
Physicians 

28.5 

4.4 

24.1 

60.6  . 

9.0 

51.6 

10.9  " 

1.4 

*  9.5 

100.0 

14.8 

'85.2 

Using  the  methodology  cjcscribed  in  this  appendix,  the  age  distribution 
of  the  current  physician  supply  is  another  aspect  of  the  composition  of,  the 
existing. physician  inventory  that  is.  important  for  projecting  supply.  Thepe 
ago  distributions  are  summarized  in  Table  D-3,  together  with  the  survival 
'probability  for  each  age  group  (see  equatipns  D-7  to  D-11  and  the  accompanying 
definitions).    The  age  distribution  of  residents  and  interns  was  estimated 
.ffdn  the  age  distribution  of"  medical  school  graduates  (s^e  Table  D-7)  by 
assuming  that/  on  ^the  average,  a,  graduate  was  two  years  older  when  he  was 
a  resident.    The  age  distribution  of  the  other  physicians  was  then  calculated 
by  subtracting^  the  ntwiber  of  residents  and  interns  in  each  age  group  from  the 
total  number  of  physicians  in  that  same  age  group. 


gratlon  Kates  .  ^ 


The  migration  rates  ar^  that  proportion  of  oth^  U.S.  graduates  ericter- 

•    '     ^  ■  ij< 

ing  the  state  and* that  of  California  graduates  leaving  the  state.    In  estimiiting 
these  migratioji  rates,  it  is  assumed  that  they  are  a  function  of  the  number  of 
years  since  graduatiorf.    In  tb«  years  inunediately  following  graduation,  new 


T^ble  D-3.   Estimated  Age  Distribution  of  1975  Supply  of" Licensed  Pf\ys1c1ans 
and  Probability  of  Surviving    ,  .   • 


r 

Aoe 

Total 

TMD(l.t) 
Number  % 

Residents 
and  Interns 

RIM.t) 
Number  X 

Other 
Physicians 
0A(1,t> 
Number      X , 

'  Probability 
of  Surviving 

(l-d(1)) 

Under'  25 

92 

.2 

61 

.9 

39 

.1 

.9980 

25  to'  29 

•  5.170 

.11.2 

4,849 

71 .2 

315 

.8 

.9982 

30  to  34 

» 6,233 

,13.5 

V,393 

20.4. 

4,839 

12.3 

.9981 

35  to  39 

5,817 

12.6 

^21' 

4.7 

5,468 

13.9 

^  .9976 

40  to  44 

6,093  ' 

13.2^ 

^  109 

1 .6 

O      1  o 

1^  1 
1  u .  w 

.9959 

45  to  49 

-5,fl!32 

12.2 

48 

.7 

5,586 

14  2 

.9933" 

50  to  54 

6-,04«  > 

13.1 

27 

A 

6,058 

15.4 

.9891 

55  to  59 

4,293  • 

•9.3 

14 

.2 

4,248 

10.8 

.9825  r 

60  to  64 

3,232 

7.0 

7 

.1 

3,226 

8.2 

.9733 

65  to  69 

1 ,985 

4.3 

'  ^-  0 

0 

1 ,966 

5.0 

.  .9602 

70+ 

1.570 

3.4 

0 

0 

1.573 

4.0 

.9184 

Total 

46  J  65- 

lOOX 

6,829 

lOOX 

39,336 

l  OOX  • 

gradual jBS  complete  internships  and  residencies  and  eventuall/  settle  in  a 
relatively.^permanent  location  to  continue  their  practice.    The  observed 
patterns  for  California  physicians,  as  described  below,  indicate  tljat 
California  medical  school  graduates  who  remkin  in  the  state  foi^  their  in- 
temship  and  residency  , ^       to  locate  in  the  state'^permanently^^ 

In-MlgratiorT^ United  States  Graduates  "  - 

California  ^^p^  relatively  high  dependence  on  physicians  trained  out^ 
side  the  state,  as  illustrated  in  T^ble  D-2.    Figure  D-1    shows  th^  pattern 
of  in-migration  for  residents  and  interns  as  well  as,  other  physicians  as  a 
function  of  years  sinde  graduation.    These  data  show  a  smpoth  progression  of 


,  flflttit  O.1.  «ri«Mtii  of  cai£i>rnii  Weal  Schools 
M  i  Fwportlon  of  i  TOta*  c*t^^ 

*     .v>  '         '  »  ■  .    '  \  \ 


increase  in  the  proportion  of  U.S.  gradiiates  taking  up  practice  as  ''other 
physicians",  starting  at  0.6  percent  one  year  aft isr  graduation  and  leveling 
off  at  8.8  percent  ten  years  later. 

In  contrast^;  the  "proportion  who  come  to  California  as  residents  and 
intems  start  at  6.7  percent  after  the  first  year  and  decrease  to  about- O.S* 
percent  ten  years  later.    The  net  result  is  a  fairly  smooth  progression  of 
the  proportion  of  total  non-California,  United  States  medical  school  graduates 
in-migrating  to  California;  starting  at  7.3  percent  one  year  after  graduation 
and  gding  to  9.2  percent  ten  yqafs  later. 

From  the  trends/shdwn  in  PiguiJ^  D^^      the  fration  of  graduates  of  U.S. 
schools  who  take  up  ^ractic«  in  Cali^oynita^mv years  after  graduation,  either 
as  residents  or  interns  1[CUR (mi)  dr"^^  ot;herVphysicians  (CUD(m))  can  be  cal- 
culated.   These  factors,  -which-a^d  Wed  -^^  D- 14" for  the 
base  case  projection  of  future  physician  stipply .I'ai'e- 5h0wn  in  Table  D-4.  ^ 

Table. D-4.    Fraction  of  U.S.  Graduates  Taking  up  Practice  in  California  m 
Years  After  Graduation— Base  Case* 


Years  Since 
Graduation 

Residents  and 
Interns 

Other 
Physiciatis 

1 

+.0667 

-+.0061 

2 

-.0076 

+.0113 

3 

-.0098 

+.0021 

-.0135 

+.0115 

-.0035 

+  .0102 

n      6  • 

■  -.0068 

+.0133 

7 

-.0082^ 

+.0121 

8  ; 

-.0045 

+.0001 

'9 

-.0052 

^  +.0063 

10 

-.0021 

+.0005 

-.0009 

+.0146 

AMA  Master  Physician  T,apes. 

The  observed  pattern  of  out -migration  for  th^  Callifbitila'^^g^^^ 
mirrors  that  pattern  seen  for  the.  in-migration  of  th*:U/S;.-^g^^  The 
propcgrtion  of  California  medical  school  graduates  KhP  P^^OJ^^^^^ 
dencies  and  internships  in  the  state  starts  at  about »^'&3  perce^^ 
after  graduation,  gradually  decreasing  over  the :^pl'lo^^^  to  about 

four  percent.    The  proportion  who  take  up  practite/ia^^'.t^^^  other 
physicians  start  at  about  13  percent  one  year-aftiu*i  grpdu^ 
to  66  percent  ten  years  later..  The  totai  propprtlon^wh^^^^^^^  the  state 

after  the  completion  of  residencies  and  internships^l^^ 

and,  conversely,  about  30  pe;rcept  of  Califorriia\mp<Ji<;al  s  • 
migrate  out  of  the  state.    These  patterrts  are  .^hown^ i^^^^^  /  .. 

Using  the  migration  trend  p^ttiern?  fdr  Galiforriia^  school;\graif-:  * 

uates  shown  in  Figure  D- 2,   the  fraction  of  |;raduate^  o^^^C^^^  ischoolis  ^ 

who  take  up  practice  in  California  lii  .years  If ter  g^^  either  as 

residents  or  int^rJis  (CCR(irij)' or  as  other  physi^^^  can  be  calcu- 

Ijat^d/'            factors,  WKich  ?re  used  in  ^^^u^tioiiV.p^^  are  showR." 
in -Table  D- 5..                   '       J:  V  /'■'-'■'''K:'^^ 

Projecting  In-Migrat16n  of  U>S.  Gra'duatesrr-ftase.  C^^e^  ' 

Future  in-migration  of -^non-Californiai.  U .S^^  projected 
by  using  the  migratioTV  rates  and  the' estimated; 'ipta;l  n  of  U.S.  graduate's 

between  1976  and  190d  (see  Table  D-6).T^  distribution  of 

these  physicians  migrating  to  the  ^tate  isv^^  age  distribut j.on  of 

medical  school  graduates  (Table  0^7,).,       .shown;  in*:  equations  D-14  and  D-17.  . 

Projecting  In>Miq^htion  of  Forelgg  Medical  .Graduates-r-Base  Case  ' 

In  1975,  foreign  medical  graduates  C)FNKs)'  in^^^^^^^    state  equalled  30.9 
percent  of  the  number  of  U*S.  trained  physicians  wItlo  in^migrated  to  the  state. 
For  the  base  case,  it  is  assumed,  thu^  thg  futiite  trend  of  FMSg  in  California  " 
will  be  the  same  as  that  for  th^  h^tioi]  as  a^  y^^       as  estimated  in  reference 

4.  ■■;..v- ^■•:-:  -V'" 
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Piguri  D-2.  Graduates  of  United  States,  Non-Californ^  Medical  Schools 
•    Practicing  in  California  as  a  Proportion^f  Total  Graduates 


Years  Since  |raduation 


TabliB  I>-5.   Fraction  of  California  Graduates  Taking  >ip  Practice.  In 


Years  Since 
Graduation. 

Residents  and 
Interns 

Other 
Physicians 

1 

+  .527 

+  .126 

2 

-.023 

+.035 

'  *      ..  -3' 

-.048 

+.010 

'     '  ;  4- 

t       r.i68  ; 

+400 

■     .  5 

-.101 

+  .028 

;  -.019 

+.010-— :  '  is 

7  ^ 

-.078 

+,06T  • 

8 

+.021 

+.082 

10 

./  +.022 

+.183 

Table  D- 6.    Estimated  U.S. ^Graduates* 
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Year 
1976 
1977 
1978 
1979 
1980 

1981 
1982 
1983 
1984 
1985 

1986 
,1987 
1988 
1989 
1990> 


Number 
12,680 
13,123 
13i579 
13,760 
'  13,944 

14,130 
147339" 
,  14,509 
14,703 
14.899 

.  15,098 
15,299 
15,503 
15,710 
15,920 


♦Source:  Refjerence  4. 
>  D-12 
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Table  D-Z.   Age  Distribution  of  Medical  SchooV  Graduates 


A, 


Pfirc^ilt 

^  UndeV"  25 

13  7 

25  to  29 

70  0  ' 

\  30  to  34 

no 

3S  to  3Q 

P  Q 

40  to  4'4 

'.  1.7 

45  to  49  > 

50  to  54 

55^- 

■  '.3  ' 

100.  a; 


♦Source:   AMA  Physician  Tapes. 


In  reference  4,  it  is  estimated  that  between  1976  and  1990,  FMGs  as  a 
proportion  of  total  MDS' in  the  nation  will  increase  by  30  percent,  going 
from  30.9  "in  1975  to  40.3  in  1990.    Thus-,  the^ proportion  of  FMGis  as  a 
fraction  of  total  U.^.  graduate  physicians  iA  the  state  is  Estimated  to 
increase  at  an  laimual' rate  of  growth  of  .020  percent,  compounded.  ' 

California.  Graduates  ; 

^o  estimate  ttie  numbet  of  California  graduates  between  1976  ^jid  1990, 
,.it  is  assumed  that  the  rate  of  growth  in  the  number  of  th^se  gradua;tes  is 
the  same  as  that  for  the  nation  as  a  whole,  as  estimated  in  reference  4. 
The  annual  rate  of  growth,  E(t),  for  each- five  year  period  calculated  from 
the  data  in  Table  D-6  is  as  follows:    1976-80  ='.024,  1981>85  »  .0133,  and 
1986-90  ■  .0133.    Table  D-8  shows  the  estimated  number  df  California  gradu- 
ates for  the  base; case,  using  these  assumed  r^tes  of  growth  According  to 
equation  D-19.  '  ,       '  V  ,  . 


GC(t)  f  GC(t-l)-F(t) 


(p-19) 


D-13 


^38 


Tab«l  I>-82   Callforiyta  Graduates.  Base  Caise 


■  •  Year 

,  Graduates  •'  - 

1976 

-783  • 

^1977 

807 

1978 

826  • 

1979  . 

.846 

1980 

866 

1981  . 

,     *  877 

1^82 

889 

> 

1 983 

.  901 

■Cl984  • 

912 

... 

T985 

925 

.1986 

'937 

1987  ' 

j  949  . 

,      -  1989 

962 
975 

^     1990  . 

988        .  ' 

Base  case  Projection  of  Active  Physicians 

Tl>e  total  niinber  of  physicians  licensed  and  living  in  California  in 
future  years  can  be^estii^ated  by  using,  the  existing  supply  as  a  point  of  de- 
parture, applying  attrition  rates  and  estimating  additions  from  California 
^graduates,  U.S.  graduates  and  FMGs.    The  final  step  in  projecting  the  number 
who  will  be  active  is  to  apply  the  probability  that  a  physician  of  age  i  will 
also  be  actiye.    The  value  for  this  conditional  probability,  P(A|R,i), 
estimated  from  reference  16,  are  shown  in  table  D-?. 
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The iresiiUant  estimated  nuBiber  dif  active  physicians  in  California  in 
li975,  1980,  1985  and  1990  is  shown  in  Tabie^-lO.    This  table  also  shows 
the  breakdown  pf  these  estimates  according  to  California,  U.S.,  and  foreign 
medical  graduates  and  according  to  status  as  residents  and^^ntems.  or  other 
physicians.    These  estimates  of  the  future  ntunber  of  active  physicians  in 
California  are  analyzed  and  evaluated  in,  the  section  on  physidiahs  in  tlue 
body  of  this  report.  '  "  .r  ,     ..  . 
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'  APPENDIX  if  - 

Sensitivity  Analysis  of  Future 'California  Physician  Supply 

In  this  appisndix  results  of  the  sensitivit^ analyses  on  the  key  para- 
meters of  the  physifcian  supply^  model  are*  reported  and  compared  to  the  ba§e 
case  projection  described  in  Appendix  D.  In  this  Sensitivity  analysis, 
changes  in  the  values  of  the  in-migration  factor,/  H,  the  retention  proba- 
bility of  California  graduates,  P(R|G),  |od  th^rowth*  rate  ¥br  Califo«|ija 
graduate;s,  F,  were  considered.  A  summary  of  the  values  considered  and  the 
impacts  on  the  physician  to  population  ratio-are  shown  in  Table  I-l. 

Figures  1-2  to  1-9  contain  the  computer  print-outs  for  each  of  the  cases 

it 

identified  in  the  sumiQary  table. 
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Figure  1-3.    In-Migration  Sens^itivity  -  Case  2 
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Figure  1-6.    California  Graduate  Retention  Sensitivity  -  Case  5 
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Figure  1-7,    California  Growth  Sensitivity  -  Case  6 
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figure  1-8.    California  Graduate  Growth  Sensitivity  -  CtfSe  7 
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Figure. ;I-9.    Gal ifornla  Graduate  Growth  Sensi ti vi ty     Case  ^ 
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APREHDIX  D* 

Methodology  and  Base  Case  for  Reiglstered  Nurse  Supply  .  ■   / . 

_  '    ^  Projections  and  Migration  Analysis 

Basic  Projection  Methodology  ,  _  •    .  , 

In  this  appendix  the  approach  used  for  projecting  the  numbei'  of  active 
registered  nurses  in  California  cpnsistii  of  two  steps^    In  th^  first  step, 
the  total  future  number  of  liceYised.RNs  is  estiinated,  and,  in  the  second, 
the  prpportion  of  these  licensed  nurses'^ctively' employed  in  nursing  is  cal- 
culated;    The  methodology  used  for  accomplishing  the  ^;irst  step  involves 

three  tasks.    First,  losses  in  the  cixirrent  supply  bf  licensed  RNs  due  to 

i  ■  ■  .  ■  ■  •      ■#  ^     .  . 

•attrition  from  death  and  nonrenewal. of  licenses  are  calculated.  Second. 

'   ■  '■  *  '  '  ■ 

additions  to  the  supply  from  the  expected  flow  of  ijn-migratin^  RNs  trained 

outside  the  state  are  estimated.    Third,  additions  to  this  supply  from  the 

expected  flow  of  new  graduates  from  ^alifpmia  schools  are  projected.  Using 

this  methodology  to  project  the  future  number  of - licensed  RNs  implies  ± 

model  reflecting  fundamental  age-related  changes  in  tl^e  career  patterns  of 

RNs.    This  model  can  be  expressed  symbolically  •as^        j  .  ' 

/.RN(t)  -|ZRNCi,t)  '      .  V  (A-l) 

ARCt)f^  |l^^  and    V      ■  /"^  ^  '  (A.2) 


RCitrt^^i^^  .  (A.4) 

•   :  M(i,t)  ^  Gfect-l)PU(i-l)+MCi-l,t-^^  .  (A-S) 

C(i,t)  =  GC(t-l)PCCi-l)+G(i.l)(lTd(i-l))(1.4Ci-l)r     ^/  (A-6) 
with'  ■    '  '.' 

PU(i-lX«  H-APdJ(i-l)a.d(i-I))(l-a(i-L^  :  .  '  (A-7) 

PC(i^)  »  P(R|G)APCC(i-l>Cl-dCi-l)Tri-a(^^^^^^  (A-8) 
where:  '   .  '      \        ,       '  . 

RN(t>«:  the  number  of  RNs  licensed  and  living  in  California  in  time 

^    ^  tS^  period  t.  ^  , 

■  '  ■    \  :  '  ,     :•  * 

«Ul(t)  «  the  number  of  actively  employed  RNs  in  California  in  time  ; 

'  period  t . 


♦Revised  February  1976. 


R(i,/t.).  =  the  number  of  RfJs;of  age  i  licensed  and  Uying  in  Califotni?  in 
*  /   ^    time^  period  t  stemming  solely  from  tlie'stoc):  of  R^s-'-pf  year  1975. 

P(A|Ryi)  »  the  coi^itional  probability  tfiat  an  RN  will  be  "active,  given 

that  snfe^or  he>  is  licensed  and  living  in  the  state  and  i  years 
,  old  (see  Table  A- 12) ./ 

R(irl,t-^)^=  the  number  of  RNs  o-f  age  (i-1)  licensed  and  living  in  California.  - 
'..  .^     in  time  period  (t-l)  .      "     .      -  * 

.G(i-ljt-i;^  .=  the.nvunber  of  graduates  from  California  schools  of  age  (i-1)  in 
.      .      '  -;  ^     time  period  Ct-1)  .  *  .  / 

M(i-l,tVi'i' =  tfie  number  of  RNs  graduated  from  schools-  in  other  i^^ates,  ojf  age  ; 
i      (i-1:~)  moving  to,  licensed,  and  living  in  California,  in  time  . 
.       period  (t-1).  *  — :       V^  *      ^  ' 

P(R*|C)  .*  th^  conditional  probability  that  *ire^is1tration  wiU  (^       in  ^ 

California,  ^iven  that  the  student  has  graduated 'from. a  California' 
school  (see  pg.  A-r8)  .    .  ^  '       .  '  /  ^ 

|d(i-l)  ='the  probab^ility  of  death  for  RNs  of  age  (i-1)  in  a  given-time  . 

period  (see  Table  A-1).     '  '  - 


a(i-l)  =  the  probability  that  an  RN  of  ageV(i-l)  will  drop  h^^^p.Jiis; 
license  in  a  given  time  period  (se^e  table  A-T)  .  v^^-^^^^'v 

'     ^    *      H  =  ln-I^igration  rate  exprfessed  as  a  proportion  of  i^eii^^v^^^^ 
,uates"(see  pg.  A-6) .  \^r^^-i:f^|i\ 

\  .  GUS  =  estimated  U.S.  graduates  (see  Table  A-7).  -         -  \ 

;  GC.  = -estimated 'Calif omia,  ^radyates  (see  Table  A-IG) .  , 

^   .     APCU  =  estimated ^age  distribution  of  l/s.  graduates  who .in-migrate"  to 

*  ..:       J  CalifomiT  (see  Table  A-83 .       ^  " 
*     '  -  ■  ■  .  '  ,■    ■  '"  1 

APCC  =  estimated  age  distribution  of* new  graduates  of  RN  training  ' 

^  programs  in  Califorrfia  X^see  Table  A-5). 

V, ■    ■  ..  ■  :.  '  , 

Attrftlon  jactors  .  ,  ^ 

Table-  A- 1  summarizes  data^^on  the  total  current  supply^&f  RNs  licensed 
and  iiti^g  i|>  California, Vthe  ag«  distribution  of,  these  RNs,-  t]>e' attrition 
fSct^s  for  eath  age  group,  Jand  the  number  of  those  RNs  estiiftated  as  su^- 
vivin^An^  detaining  their  licenses  4n  1980,  1985,  and  1990.    *The  first 

tition  facfor,, 'the  probability  of  survivaii  rs  based  p  rates  foi^ 

e  females.    These  femaje  death  rates  should  provdde  sufficient  accuracy 
sinc.e,,^ationally,  over  98  percent  of  all  registered  nurses  are  female. 


Table  A^i.    Current  Supply  of  California        Attrition  Factors,  and  Proj((ict1on 


*  • 

1975 

Probability 

of   ?  V 

Surviving: 

ProbSbllltv 

of  ■  •. 
;  Retaining 
.  License  ' 

 •  — 

•      ~         '    '    ■ ■       .  »  -J 
\  ■  '       '  .                 ^             »•'  >>,  ^  ' 

•  €Hs  Surviving  and  ' 
.    Retaining' Li censps 

Aqe. 

•  Rfi.t)* 

'(i'dd))'^ 

/(I -ad))'*''*" 

1980  .  >  :  T^f8&  .  1990 

Under  25 

■^,:>3,158--;.;: 

;  .99^ 

*  1.000 

— '  ~- — \  '>-»juj',t  ;*  I'    V  '  

.^..-it ■  ■ 

25  to  34 

35,153  . 

'  ,9991 
.  :9981  , 

.  .99a  • 

I9;7^7f:  ,2:92?     V  -  :  7 

.35  tav44 

.  32,681.  ' 

:  .98? 

31,229     30,387  ,16^ 816 

45  to  54 

'  33,p93." 

.  .9^53 

,  •l.;004  . ' 

.  '31,903     29,375    28,004  ' 

55  to  §4 

:~  22,795 

.9898  " 

1  .,000 

-   27,005     31,487  30,326' 

6&+ 

'1Q,436 

.9656 

t3.486  '  16; 250  19,788 

Total  - 

137,316;,  , 

"*T!  r — ^ 

*  123,350.  110,421  94,9351 

As  of 'September  9,  1975?  source:?'  California  Board  of  Nurse  Education  and 
•C/  Nurse  Registration.  -         .    •  •  - 

^  Death  rates  are  those,  for  whi^  fOTales  U      frdhi  reference  3,  pp.  V6-17. 
Estimated  frqm  rpferences  1  and  2.  .      "  ^ 

National  data  from  fef^rences  1,  2,  4,  W  5,  provided  the  bas^is 'for  .  cai- 
<ulating.the  second  attrition  factor,  the  probability  of  retaining~a,  Hcense. 
Starting  wit'h  the  total  number  of  RNs  in>  1^66,  as  shown' in  reference  1,  sur-'  . 
Yival_  rat^s  were.  Applied,'  ancl_a  n'ew  tot^^  and  afge  distribution  fd^r  1972 'were 
estimate^  Using  data  fro.m  reference  4  on  new  graduates  in  th6  period  from 
1;9^7  to- 1^  and  a  new  graduate  age  distribution,  estimated  as  the  agq  dis-* 
^trituion  of  newly  licensed  RNs  in.  California  (see  Table  A-2) ,  ' the  number,  of  ' 
neyi  gtj|duates  for  the  period  by/ age  distribution  for 'new  graduates -who  s£r- . 
viv^id  in  l972>fiBre  iestinatfed  and  a'dded  'tV  the  estiinatetf  number  of  i966  RNs  . 
who.  survived  in  that  same  yea^i.  i-^fe  ^^         •  * 


Table  a/2.    Estimated  Age  Distribution  of  New  Graduates  of  RN  Training  Programs- 
'       tn  the- United  States 


Age  : 


Proportion 
.419 
.387 

*;  -131 

.051 
.012 


iur^^r  Preference  *5. 


The  sum  of  1966  RNs  an4  1967-72  new  graduates  estftnated  as  surviving  in 
1972^  divided  by  the  a^ual  number,  as  published  in  reference  2,  provides  a 
measure  for  the  rate' of  RNs  hy  age  group^whd  4fopped  their  lidifrsB*^  in  the  * 
tinte  interval  used.    Table  A-3  contains  this  rate  (see  column  6),  before  being 
annualized,  together  with  djati^  on  RNs  and  new  graduates  used  in  the  calcula- 
tions .       ,  ■  -  , 


Tarbl^A-3f.    Total. U.S.  RMSv,  New  Graduates,  and  Probabilities  of  Retaining 
Licenses^         1  ^  .  if 


-  (1) 

(2)  ; 

-  (3) 

(4) 

(5) 

(6) 

''''        >.*  ^ 

.  Age 

•Total 
RNs 
1966* 

Number 
Surviving 
1972  • 

Surviv.ing 

^  New 
,  Graduates 
1967-72 

'<2)i^3) 

Total  , 
RNs 

197?** 

,  (4)*(5) 
'(l-a(i))'6^ 

Under;  25  / 

74.987 

•  f\  

73,214' 

.  73,214 

• 

.  13,214 

,-^.'poo 

.944 

25  to '34 

244,615 

•  201-,700  ' 

123,55$ 

325^59 

>307,207 

.  35  to  44 

2]j9.733- 

222,295 

•  48,484 

*•  270,779 

244,303 

.90^ 

45  to"  54 

165,126 

200, 176 

16.,  381 

.  •'2^5*557 

222,9^^5 

1.030 

A  55'to  64' 

108»072- 

•:iy8j64  i 

^2,6Z4, 

1^,838 

'  T41,56"4 

1.000. 

 ^ 

•  a7»832 

■  'i '  — 

.769,882 

69,882 

58,303 

.834 

\  Totals 

^  850,365 

832,217 

^  264,412  . 

'l,0SL6v5^9 

'i;  047, 556 

'/^^  The  sutn  of  inactive  ajri^  employed  RNs  in  reference  1; 
**:  Thwsih  of.  insictive  and  employed  RNs  in  reference  2. 


TJw  Mtigratlon  Rate 

■  '  V  ■ 

The  base  period  used  for  estimating  the  migration  rate  of  RNs  trained 
outside  the  state  of  California's  1967  to  1973.  ^  The  ^approach,  starts  with 
•  the'toftl^  numbex*^f  RNs  in  the  state  in  1967.-  '  Survival  rates  wej-e  then  ' 
applied^- and  a  new' total  and  age  distribution  for -J973  were  estimated."^ 
Next,  the  numhw  of  new  California  school  graduates  in  the  pise  period  sur- 
«,y|ving  tn  1973nRs  elStimated. 

|Iew  graduate  data  used  in  calculating  the  number  of  new  California 
•^Bc^ifl- graduat;^s  for  tlP^base  period  years  are  contained  in  Table  The 
age  distribution  of  these  new  graduates  was  estimated  to  be  the  skme  as  the 
age  distrilAitsion  of  newly  licensed  RNs  in'  California  who  were  licensed  by 
examination  (s«e -Talkie  A- 5). 


Total 
Programs  Graduates 

•••  BA 
Programs  Graduates 

AA 

Programs  Graduates 

Diploma 
Proo^rams  Graduates 

73 

72 

71* 

76 

69 

68 

67 

66- 

65 

64' 

82 

78 
.  79 '  , 
'  '83 

NA 

68 
•67 

65 

69. 

65 
.  66 

4,523 

3,939 

3,895  «i 

3,302 

3,071 

2,626 

2,318 

2,103 
^1.938 
%I,814 

1,579 

18  - 
17 

16  ■ 
•  ,16 
NA 
15 
16 
15 
16 
15 
16 

1,253 
1.0T8  . 
1,015 
914 

791  / 

643 

583 

594 

473 

401' 

340 

^8 
55 
53 
57 

^  -  NA 
38 
35 
32 
35 

:  ^2  • 

30, 

-2,886; 

2,5^2 

2,386 

1,896 

1 ,775 

'1,395  " 

1,179 

•950 

864 

834  * 
.  647' 

•6 

6v 
•  10 
10/ 
NA 
15 
16- 
18 

18  , 
18 

20^ 

384 
369 
491 
:  492  . 
505 
588 
556 
559 
598 
579 
592 

NA^ot  available.  '             .  ' 

Source:    State  of  California  Board  of  Nursing,  Edtfcatio 

n  and'Regis 

►tration. 

♦ 

Tabl«  A-5,.    Estimated  Age  Di^rfjbution  of  New  Graduates  of  RN  Training' Programs 
.    in  CalifornTa    ..  •  . 


ERIC 


•  .  .  Age 

Proportion        .  ' 

*  ■ 

Under,  25  . 

.497               .  " 

•     25  to  34  - 

.335  ' 

35  to  44  ' 

r 

.127, 

45  to  54 

'  •  .038 

•    .  .    *            55  t(f  64  ► 

.003     '  *  C 

Source:  reference  5. 

K-5 

^     .  1 

Applying  the  survival  rates  and  calculat^g  a  new  total  and^  age  dis- 
tribution for  all  new  graduates  betweert  ip6S  arid  1973,  provided  an  estimate  of 
those  new  graduates  in  the  base  period  who  survived  in  1973 •    These  surviving 
new  graduates  Were  then  added,  by  age' group,  ta  the  surviving  RNs  of  1967-. 
Finally,  the  probabilities  of  retaining  licenses  shown  in  Table  A-1  were 
applied  to  derive  an  estimate  of^ 1967  RNs  and  new  graduates  both  surviving 
and  retaining  their  licenses ^i||jii973.    The  diffei'ence  between  this  estimatp 
and  the  actual  number  of 'RNSfiili'^il^     as  shown,  in  reference  2,  serves  '  as  a 
measure  of  the  in-mi^ration -^t'St^^  in  schools  outside  the  state* 

From  these  results  (see  T^^e  A-6),  it  is  estimated  that  12,267  RNs 
in-migrated  to  California  during  th4  six- year  period  from  1967  t*o  1973.*,  During 
this  same  period,  there  were  an  estimated  264,412  new  graduates/in  thte  iiatioh 
(see  reference'  4),  *  Thus  the  in-migration  rate,  expressed  as  a  proportion  of 
new  graduates,  is  ,046.* 

Table  A-6.    Total  California  RNs,u^NeW  Graduates and  Migration* 


Age' 

(1) 

Total . 
RNs 
196*7t 

(2) 

Number 
Surviving 
1973 

(3) 

Surviving 

New 
Graduate! 
1968-73 

(4-) 

Surviving 
(2)  +  (3) 

Surviving 
and  f 

Retaining 
Licenses 
•  1973 

(6)  ' 

Actual 
1973 

(7) 

Total 
in- 
Migrations 
(6)-(5) 

Under  25 
25  to  34 
35  to  44 
45  to  54 
55  to  64 
65+  - 

5,188 
26,36te 
28,06l\ 
23,824 
16,412g 

6,036 

—  )  

15,661 
26,839 
^  25,920 
^  20,078 
■14,153 

^.i^'e;:'' 

^;;8,622  . 
•19,817 

30,084  •■■ 

27,037  . 

20,253  . 

14,153 

a.622 
18,707 
,27, '136 
27,848^ 
20,253 
.  11,804 

^  X 

J 

1  Totals 

105,887 

102,651 

17,315 

119,966 

114,370 

126,637 

12,267 

distribution  from  reference  2.  " 

,  d  ■  "  ■  ■ 

t    ^  ■ 

♦It  may  have  been  preffefable^to  express  the  in-migration  rate  as^a  propor- 
tion of  total  RNs,  in  the  nktidSf.    However ,.  :j^t  was  necessary  to  use  new 
gi:aduates  as  a  baise  for  the  projections  because  data  on  the  estimated  total 
RNs  for  the  1975-9&->5v^ido*a  were  not  available/        ■        fi^    '       '  ' 


Projecting  Migration—Base  Care 


Using  the  migration  rate  and  the. estimated  total  U.S.  graduatej^ be- 
tween 1976  and  1990  (see  Table  A- 7),  future^n-migratiorl  to  the  statfe  %an 


be  proj(ected.    The  age  distribution  of  in-migrating  RNs  was  estimat^dBko 


be  the  same  as  the  age  distribution  of  newly  licensed  RNs  in  California  who 
were  licensed  by  endorsement  ; (see  Ta^le  A-8). 


V 


Table-  A-7.    Estimated  U . S .  -Graduates 


Year 

1976 
1977  • 
1978 
1979 
1980  , 

1981 

1982.  • 
»1983 

1984  . 

1985  V 

1986 
1987 
1988 
•1989 
1990  * 


Number 

70,077 
70,671 
71,293 
71  ,909^ 
»72,518 

73,^6 
7^,7458 
74,375, 
75,060 
,;75,404  . 

75*62^ 
"75.517 
75,415 
75,3J2 
75,209  , 


Source: 
Table  A-8. 


1  - 


0 


reference  4^ 


\7 


Estimated  Age  Distribution  of 
RNs  l^igrating  -to  California 


Age 

  ■  i 

Propoi^ion 

UndeV*  25 

.342 

cf  ,    25  to  34 

,437 

35  to  44 

:134 

45  to  54 ' 

.065 

55  to  64  . 

—  .022 

Source:    reference  5. 

V 

*  659 

K-7 


ERIC 


Table  A- 9  shows  the  estimated  total  nmriber  of  RNs  migrating  to  Cali- 
^fornia,  who  wrll  both  survive  and  retain  licenses 'in  1980,  1985,  and  1990,  ^' 
using  the  methodology  described  in  this  appendix.  - 

table  A-9.    Estimated  RNs  Migrating  to  California  between  1976 
•  •         and  199ff5^tJsi.qq  Base  Case  Migration  Rate 


Age 

1980- 

>  1985 

1990 

Under  25 

2,236  • 

2,329 

-  2,365 

25  to  34 

8,015 

14,956 

17,526^ 

35  to  44 

3,4q[9 

-  •8,939 

16,267  3 

45  to  54 

1,32\ 

.  3,164... 

6,287 

55  to  64 

..511  , 

1,393 

2,730 

65+ 

49 

208 

621 

Totals 

15,546  ' 

■  1:  30,989 

*  *  45,796 

California  Graduates^ 


To  estimate  the  number  of  California  graduates  betwee;>  1976  and;!* 
it  is  assumed  that  the  i*te  of  growth  in  the  number  of  (ifilJese  gradualte^^^w^il 
be  the  same  as  that f for  the  nation  as  a  whole,  as  esti:^jated  in  retereik:j|^ 4. 
The  annual  rate  of  growth,  F(t)  for  each  five  yeSr  p^ij^$c|j  q^lcul^te^^ 


the  data  in  Table  A-7  is  as  follows:     1976-80  =  .0086^ 
and  1986«90  =  -i0014.    Table  A-liO  shows  the.  estimated 
graduates  by  year,  using  these  assjumed  >ates  of  grow 
A-9;  ! 


X\$5 


0077; 


ion 


(At9) 


.GC(t)  =  GCCt-l)»FCt) 

The  conditional  probability  tha^  a  Cali^nia  graaiiate  will  be^me  lirV 
censed  in  California  was  calculated  from  data  in.  references  5  aij^^,  %tK 
total  numbetr  of  graduates  in  California  in  1974  wa'^^  4, 52*  (reference  6)  ,. 
while  the  total  numhier  who  obtained  licenses  by  taking^€th■  examina^^^^  was 
4 ii 470  .(reference  The  ratio  of  these  numbers  is  taken  as  a  measure  of  the 

conditional  probabilit/lj^i.e.,  PQB I G)  =  4,470/4,523  =  .988.    ^  *)/v.  4 
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tabtie  A* io .  V  Ca3 1  f orni a'  iBradua tes , 
B»sfe  Cas<i  Pi-oiectl  00^1976  to  1S90, 


J- 


:  '..■■fJ  : 


,  1976 i 
l§77f 

1979- 
^1980  T 

wet 
r98e= 

'  1983 
;W85 


:198^. 

1987 
,^l88 

1989  f 
,  .1*990- 


Estimated 

California 

Graduates 

■4.980 
.'5.022  - 
5,065  f: 
5,108 

r-Snsi:'  ; 

■  ■5;J95;;.- 
5^275 

^-  5.,3i;6':;:  ■. 

.■:.5v355:..,-- 
5i39l5  N 

5. 388'  •■' 

5.372 
5.364 
5.356  ' 


( 


"1%  c%\tyx\^Sf^  of  California  gtaduates  in  the  period  19^^90 

Who  wili  obtain "^ry^ehses  a^^   both  survive  and  retain  licenses,  the  con- 
ditional probabili^to^Je^  Survival  the  rates  for  the  probability 
.  of  retaining  a  licens^W'ere  applied  to  the^  estimated  number  gif  g,raduates.'  * 
:s«  i;he  age  4istrib^^       of  the*g^4duates  used  in  these  calculations  is  shoiSf  . 
Table/A^S,    table  A-11  contains  the  estimated  number  o£  new  Califomiji 
•  ;  tradi^             will  be  RNs  in  1980,  11985,  and  1990,  using  the  methbdology  ^ 
described  in  this  appendix^  '  ^  ^l  - ,.^/'-  ' 


Att1v6  Reglstened  Nurses  • 

J,  The  ^final,  step  in  projecting  the  number  of  active  RNs  in  thQ  state-^is 
?ply  the  conditional  probability  that  a  licensed  RN.will  be  active  to 
the  total  number  6f  registered  niirses  i|i  each  age  group.    The  values  for 
tRis  conditional  iiri>bability,  P(A|R,i),  calculated  from  the  actual  1972 
proportion  of  active  RMs  irii^  aach  age  group,  are  shown  in  Table  A- 12.  • 


t-i 


X 


Tattle  A-IT.  \£s^imJ^t:^  j^^^  Catlf^fibrnia  Gradiiates  between  1976 


\:  Age 
^der  25 
25^40  34 

,^  35  tV  4i 

IX  to  64^;^ 

,  65+vSy:''-;-  A 


Tabl 
* '  cense 


-  m 


■*1 


->THPr 


1985 

1990 

5,208 

5^264 

26,836 

32,261 

11,140 

22,845" 

4,100 

8,176 

1,036 

2,567 

#  20  . 

263 

48,340 

71,382 

|:2.  ^Conditional  >Probability  that  a  Li- 
iV^f^idnia  RN  in  Age  Group  i  is  Active 


Und|K25 


as 


34 
0  44 


*?.4j"to  54 
'55. to  64 


65+ 


An  Ape'^ 


P(A|R.i) 
.903 
.731 
.660 
.704 
.653 
.370 
.669  . 


'Spurce:    reference  2. 


resultant  estimated  number  of  active  RN§  in  California  in  1975, 
80,  ^985  and  1990  is  shown  in  Table  A-13.    This  table  also  contains  the 
^o^^l  n^Abei:  of  RNs  who  are  licensed  and  living  in  the  state  in  those  years 
an3  the  number '.and  percentage  of  RNs«  who^ are  surviving.  1975  RNs,  who  will  be 
ynilgra'ting  to  California  betwe^eh  1976  Jand  1990,  , or  whpui*iil  be  graduating^ 
^  ftoid  California  nurse  training  programs  between  1976  and  199Q.  •  The  bottom 
.line  of  the  table  lists  the  number  of  active  RNs  per  100, 000. persons.  The 
estimates  of  the  future  numhei^^activ^. RNs  in  California  are  analyzed  and 
evaluated  in  the  section  on  registered  nurses) in  th/  body  of 'this  report. 
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APPENDIX  D 

Sensitivity  Analysis  of  Future  California  Registered  Nurse  Supp^.ll^ 

In  this  appendix  results  of  the  sensitivity  analyses  on  the  key  pard^f^ 
meters  of  the  RN  supply  model  are  reported  and  compared  to  the  base  case' 
projection  described  in  Appendix  A.    In  this  sensitivity  analysis,  changes  in 
the  values  of  the  in-migration  factor,  H,  the  retention  probability  of 
Califomid  graduates,  P(R|G),  and  th^e  growth  rate  for  California  graduates, 
F,  were  considei;ed.    A  smnraary  of'  the  values  considered  and  the  impacts  on    - ' 
the  RN  to  population  ralAo  are  shown  in  Jable  F-1.    Figi^es  F-2  to  F-8  con- 
tain the  computer'  print-routs  for  each  of  the  cases  identified  in  the  siommary 
table. 
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Table  F-1.  Registered  Nurse  Sensitivity  Analysis  Summary 


In-H1grat1on 
Parameter 


rvalue 


Percentage 
of  Chawtge 


California  Graduate 
Retention 


WW 
Value 


Percentage 
of.  Change 


California  Graduate- 
Growth  Rates 


Ht).  Values 
1975-80  I  1980-85  J  l$8S-^6 


Percentage 
of  ^h^nge 


;985, 
RNs  Per 
100,000 


Perce 
of  CI- 


:ase 


.046 


-0- 


.988 


-0- 


.0086 


.0077 


.0014 


:  -Or  . 


ill 

521 


^ration  Sensitivity. 


1 

.042' 

-  -lot 

.988 

•  -0-. 

.0086 

.0077 

-.0014 

-0- 

513 

-1. 

2 

.03?  . 

-25X 

.988 

-0- 

.0086^ 

.0077 

-.0014- 

-0- 

499 

-4. 

3 

.023 

-m  ' 

.988'  ' 

-0- 

.0086- 

.0077 

-.0014 

-0-  ' 

476 

-8. 

)rn1a  Gr 

aduate  R( 

stentlon  Sens1 

tlvlty  ''n 

4 

.046 

-0- 

.950 

- 4X  .  - 

.0086 

.0077 

-.0014 

.  -0- 

516 

-1. 

5 

.046 

-0- 

:900 

.0086 

;0077 

-.0014 

-0- 

.-2. 

>rn1a  Gr 

aduate  Gr 

•owth>Sens1t1vity 

^08 

6 

.046 

-0- 

.988. 

-0-  ■ 

.0088 

.0079 

NA 

•  +2.5% 

540 

+3. 

T 

.046 

-0- 

.988 

-0- 

.009.0 

.0081 

NA 

+5.0% 

s  

.  561  .. 

+7. 

lot  applicable  because  of  negative  valug  for  base  case. 
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^figure.  F-4.  In-M1grat1on|en$itiv1ty  -  Case -3 
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Figuire  F-6.  "CaTiforn.ia/Graduate  Retention  Sen^itivit^Case  5 ' 
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Figure- F-7.  California  Graduate  Grwth  Sensitivity.-  Case  6 
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'  ,  r  APPENDIX  D-\;    .  ;      ',  '       '  , 

iMettwJplpgy-  and  Base  Case 


"  Basic  Pro'jecttoh  Methodology  -  ' 
—  "-"^  r  -r«rfr       •  f. 

■  •  .  •         ,      ■       >  »-  * 

In  thi^  appendix  ^hfe  approach  used  for  project ingth^  number  of' 
tQjtal  aJcJive  dipnti^ts  in  California. "consist    of*'twQ  steps.    In. the  first  - 
^  fstep^  the  total  futux%  number  of  dehtiatts  is  estimate.    In  the  second, 
^.    the,  proportion  of  those  dentists  activelV^einjU^^        calculated.  The 
methodology  lisied  fox  accplhplishing  the  first"" step  involves  three  tasks.  . 
First,  losses  iti  tfte  current  supplg^^f  dentists  due  to.  attrition  from  • 
^     -death  are  calculated.    Second,  nell^^ditions  ta'the  suppdy  from' the  ex- 

bected  flow  of  fflw  graduates  from  Galifo5|;i^a  dental»  schools  aSre'projecte^t^' 
-  /Third,  net  additions  to  tjiis  supply  from  Ae  expected  flow  of  in-migrating  . 
^  ^entists  trained  outsifte^he  a:^el^^estimat|fi.    In  estimating  ^additums 

♦  to  ,the  si^ly,  a  distinction  vii^4ade'i)et^  trained  in  the  state  ' 

■  \;iand  dentists  trained  outsider  the  ^^li^te—i^.',  those  who  are  graduates  ofy.  ' 
:^.S.  dental  ^jjwols  and  those  who  attended  fpr^igi]  dental  'schools'.  / 

•   .  ^.  ^      '         V  •  -      •  ,  J  ^    ■  .  . 

Using  this  methodology  to  project  the  future  number  ^if  dentists. 

'  ^  .iTiqjIies  a  model  reiflecting  fundamental'age-related  jchap^ -in  the  career 

/  .problems  of  dentists.    This'^model  'can  he  expressW  symbolically  as: 

•       *    •       *  "s      "    •  '  •  •   ^   -   ■    ■         '  •         '  ' 

^    TD(t)  =;.ETppCi,t)  ^  -.^       ;     ,  .     :  ^(E-1) 


.        •      i      .     ■   ■  /    '   •      •     •  •  • 

TDDCi.t).  =  TDC(i,t)+TDUCirt>^TDF(i,t)  .        '  '  fE-3"K 

'■:      -V    \..   ■■   '  ^  ' '  -  ,  ^ 

/||ax:(i,tX-'TDC(i-lh"-^l-d(i-l))+DP(r>lvt-l)  •  .  CE-4) 

'TDU(4,t)  =  TDU(i-l,t-l)C'l-d(.i-l))+DU(iTl,t-i)  .  '      '■' '  (E-5) 

.  .•  ■     ^  ■       *  .  •.     ■  ■■  -       .  .■ 

TOP(i.t)- =  TDFCi'-r.t-l)(l-d(irl))+t)F(i-l,t-l) 

DCVi-l.t-n)  =  ECCCm3APCC(i-m)GC<t-m-l)         '  ■  .(£-75  • 


ERIC  :^      •  .     .  O.,.  ,     •  :  ■  '^'^f)^        ■      ■.  ., /■ 


■J 


DU(i-i:- <-l^"  =  JTcUCmD APCU(i-ra>GU(t^^^^ 


•I 


.....j-L:.:-_a:;_,w-f-::-.ifc 


active  ,  . 
in  A 


TD(tj\th^  number,  of  derftir^s  licensed*  and  living  in  CaHfornia  in   .  ' 
*    ^  •    timil^pdrioif  t.  \  ' 

.  .•    ■  •     .  .        '>■  ■.  ,       '       ■•■  ■.    •,  . 

TADft)  =  the* number  of  active' dent isti  living  in.  California  in  time* 

period  t,  -J — -V   v,  ^  . 

^?^R(i)>=  the  conditipnal  probabS^lity  ths^t  a  dentist  willjb'^  acti 
.  •   full,  time/  given  that  vve.  or  she  is  licensp3  and^iv^hg 

Califortvia  aiyl  i  years  old  (Table  Jf- 8)  ,  ^ 

TDD(i,t.)      the  number  of  dentists  of  a^e  i  licensed  and .  living*  in 
-     '         *        Calif(^tnia  in  time  period  t,  •  .  > 

TDCCi^t)  ='the  number  of  dentists  oiF^age  i,;  who  graduated  from  California 
dental  schools  (and  |pre  licens^  and  living  in,  Cali#6mia  in   *  : 
*  \  time  period  t;       .  m.  :  ^       .    .  .  %  ^ 

TDU(i/t)  a  the. number  of  dentist?  of  age'i,  .who  graduated  froirt  U.'S.  Rental 
'  ,  schools  arid  are  licensed  and'living  in  California  in*  time 

^  V  "  :     Pei^iod  t,     .       ^      .    •  V  .    '    .  .  ^     .       /  • 

.TDF(i,t)      the  number,  of  dentists  of  age  i,  whb  ^rad?flt^d  fjrom.  foreign . 

*       dental  schools,  who- are  lie  ens  Qd  and  living.in  Califcrhia  iij/. 
•  time  ppriod  t,      '       .  '  •  \ 


(TDC(i-l,t-l)  =  the  number' of  dentists  of  age^Cirl)  who  graduated  from 

California  dental  schools,»who  were  l^ensed  and-  living  in 
California  in  tiinf  perio^  (t-1^,  an<fwho  were^' also  practicing 
•  irr  California  in  time  period  (trl)*       *  I       ^  '  ^ 

jrolI.(irJ^.tr  10^*  =«^e.  Jiumbexj.^^^ 

dentil  yh-ools,  who  were  li^censed  and.  living  in  Califojmia  in  \ 
J  tiravUeriod  (trl),  and  who''were  also  practicing  in  CaiiWm       ,  • 

^  .   '  V      in  tim^  period  (t-l)  J  '*      \^    *      ,     't  /  ^  . 

tDF(i>l,t-l)      the  number  of  dentistfs  .of  :age  {i—l). .who'graduated  from  foreign 
dental  schools^,  who  were  li€en3ed  and  liui»g^in  California  in 
.  ,   •     l^itpe  pe;riod*  (t-1)  and  ^irlio  were^Ist)  ^practicing  in  California  *' 
innlijime  period  (t-J),  *  ^ 

DC(-i-l,  t-l)  =  thp  numbet  of  dentists  of  gage  (i-1)  who^raduated/ fTon^  Calif orni-a 
.rdohiaf  sthools  and  who  first  togik( up  practice-'ing' California  *  ^ 
:    .         '  *   in  ttme  period  (t-1).         '  N  ^  ,       .  '  ^    %  '  \     j  * 
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^DU(i-:l-»t*l>  **  *thU  nuroijer.  of  de;\tjte'ts  of^^^^^    (  i-l)''who  graduated  from^U.-S. 

'   *  v^^^^^^^  in'  Galifomid 


.  DF(i-l,t-I)  »  :the/numl#et  of  dentists  of  |ge  ti-H  who'rgradv|ated  from  .  \.  \ 
,         *  foreign  dfental  schools -and  whoj  first;  toql^  ^  . 

•V  ^    ^     California  in  t:inie  peripd/Ct-l5f:.  .\  . 

-  y    •         .     /      .       •  :  /         /  ,/ 

tv>    .     .  FR  =  a  facteiN^expressing,  tbeynuinber  oY  fo¥«ign  .dentalTschool         ^   *  *  ^ 

*  \  f  \  '  -^'llbiiuites'who  takeMap^^f^ra  in  Ca[liforiiia  tor  tKe^>rst  '  *  V 
^*    '          \m-i^    time  in^titiie  perio'^HCr-l)  as  ■a^ftactjidipof  U,S,  'gradoate$ 

who  take  up  such  practijCe  in  California  for  the  first  tijHe:  "•''v-^ 
*  •in  "time  period  (t-1)  .  /  -  •       '  ,         »  /  '  /-^^ 

CC(n>)  .=  the  fyaction^of, graduates  of  Califoni*a-dental  schdfcls  who   *    .  / 
take  up  practice  ia/Cal ifomia^ m  years  af-ter  graduation     "  , 
-  stable  e4V.      -  :  '      *    .    .         *      -  ^   '  ' 

(raj  =  the  fraction  pf  graduates  ^f  U.S..  dental  school^^hp  take 

'  ♦practice^  in  Calj^fornia  m  years/after  gpaduation  (Table  E-3)*.     '  .  ^ 

APCC(i-m)  =  the  fracti^on  or  ea'ch  graduating  class  of  California  denial    '  .  . 

•    'schools  that  is-iye^s        m  ye^rs  after  gxaduati^on      .  ' 
'     "  (Table  E-6).  .  '  f  ^   ^     '        ^   '  -  ' 

#  '  APCU(i-m)  =  the  fraction  of  each.gTaduating  ^lass  of  U.S.  dental  ^hdols' 
*•*  *  that  is^i  years  bid*  m  years  after  graduatioi^  (T-able  E-6)  s 


cu 


school  graduates^in  year  '  v 


r 


*  .GCfjV'n-r)  >=^  the  number  of  Callfomj^a  dental 
.  *  '       (t-m-i) '  (T^ab  je';£-7)  .  ;/  •  ' 

y     GUCt-m-1)  =\the.  number  of /u.S'.  dental  schfcol  graduates/in  year  (t-m-1) 

*  .  V'  ^       m  =  the -numbfer  of  >fears  since  -graeluatian  -Ct-ables  E-i  apd  E-^^* 

•  ^  Y      d(i^l)^  =  the  probaoTtity  of  death  f^r  den-tists  of  age  (i-1)  in  a  • 

*  v  given , time  tre^iod.   .  ' 

.  :  {■  ■■: :  -  ,      ■■  •      •  •     '  ■ 

.'  ythe  Estimated  Existihq^Supply    ;   .  V 

*  •      Thexurrent  supply  of  licensed  dentists  yi^Califomia^is  comprised'gt 
tho3e  trained>in  the  st^te,  those  trained  in  the  United  Statts  but  outsVd( 
of ^alifotnia,  and  tfiose^^ained  in*  foreig^  countries.  '  The  distributiion  o\ 
dentins  by.  location  of  ediicatioh  is.  s^ojp.  io  T^ble  E-r.  * 


— ^ — '-^  :  

t  ' 


*      i    r  / 

V  -  .it- 


Table  E-1.    D16jtr1b'utior>  of.!ligensed- -06111191^5  bv  Location  :of  Education  ' 


^    •  Ca3ifoi;'niagradL»?es 

■■Other  U.S.  graduates  ,        • "  ^343 
Foreign  ^raduajtes  '  ^00 


iWnberT±T--  ::r::j'---^;: 

s8.979  '  6^.8  _  . 


Total 


'  14.5 


TOO.O 


.  \ 


lic< 


|The  ^ata  in 


IS^l  were  derived  from  thp^Califomia  state  boarcf  of  h 
ng  and  th^  American  Dental.  Asso^ciation  (ADA)'  master  comi|rfEer  tapes^ 
istsj^ith  the  total  number  of  dent'ists  beinjg  taken  from,  the  board  ^ 


figures  ^d  the^disxj:ibi|tion  b/  age  and  category^^ing  takph  f rom  ^the  fDA  . 
tapes.     ;  -        A         -  ^  '      ■  ,  ' 

Theyage*  (distribution  of  this  supply  of  licensed  dentist>s,'  which  *is 
neceiv^y  to  implement  ^lie"projection  metho'doiogy  described  in  this  ^appendix, 
is  summarised  in  Table  E-2,  together' wit^^^he  pr/bability  o£  surviving  for  . 
feach.  age  grOup^»  (see  equations  E-,3 'to  E-6  and  the- anj^paiix^ng  definitions), 

A  •  . 


\^  gradu; 
Va^sumed 


rates  are,  that  proportion  d«fgraduates  trained  outside 

^rate  to  the  s^ate /ahd'-'that  ^oportioh  of  California. 

migrate.    In 'estiia(ting  these  Migration  Vates-,  it  is 

•  •  ■  **         •       *  *  . 

re  * a 'function  of .  the  yearsV*inc^  graduation.^'jn  the.. 


years  iimmedrat^^^^  gra4uatibn,  new'^gradua:^^^  . 

.traiprng  apd*3Bventually  settle  in*  a  relatsj^vely  permanent  location  to  coij-^ 
.tinue  f\heir  practice*.    The  pb^erved*^pJL<^ms.  for  California  dentists ,  a^V 
described  below,  indicate*  that  ,  the  majority. of  California  gradu^es  who 
practice  in  -the  .st&te  begih^attite  here  immediately  after  '^aduatibn;'  ^ 


o  ,  * 

ERIC 


4  ♦  V  % 


1-4  .,     V  .  >^ 


Table  E«2,.  Age  Dlstributlop  of  ^  1975  $*upp1y  and  ProbabiMty  of  SurVlvir 


•■  J. 


"45  to  49 
50  to  54 
"55- to  59 


"V,^^  60  to  64 

65  to  69 

'  7iH-  ^  . 
Total, 


nq 


•  A- Dentists 
Number 


1 


14",  522 


100.0 


-Probability 
of  , 
Surviving 
(1-d(i)) 

^  •9980 

.9983^ 

.9982 

.9974  . 
■,  ,.9959 

.9932 

.9891- 
.  .9825 

.9733' 


.9602. 


%4  ■ 


*9184. 


4^ 


,  '^In-fiigra tidh'  ofi  U^S>  Gfaduates  ■ '  ,  '  ' '/^  . 

;      V  '  • — '  *    ♦        •  •   ■    ^  ' .     ✓  . 

•.^  *     Slightly  ovW^;oneCthi?:d^f/197Sj:alifcn^     .dentists  vfere  trained  outsiie 
the  state  (see  TablV  E7I) .    Figure  E-1  shows  the  pattern  of  in-migration  as  a 

'  fqnction  of  years  .since'gradUatiQA-as  .it  "was  derived  from,  the  ADA  computer 

ta^es.  Recording  to  me  dat^^^n  these  tapes,  - abqut  three  percent  in-^ri^r^te^ 
^  within  the  first  two  years  after  graduation, -and.  this  proportion  gradually 


ERJC. 


increases'" to  almost^  s.ix  percent  over  the  enduing  |t^  years However;. 
^  IhO'ERPLAN. estimates  show  tHit  these  pat tern^ouid  result  in  too  rapid  a  ' 
grpwth  pf  in-mifirants  which  would, be  inconsistent  with  the  na^flional  growth. 
Consequently,  ^H^PLAN  adjusted  these  valuej  to  67  percent  of  their  origiru^i.' 
value,  which 'appears  to  yieldrra .  very  .iealistic  pattern  for  the  base  .case 
prpjeetion.*  "    *   »^  I     ;  ^ 
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V 

U5 
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.09' 


.06 


0  '.05. 


i 


•.04  . 


.  '  .034' 


B-1.,  •  Gi;aduates  of  Upited  States,  Non-California  Dental  Schools 
.  Prapticin^  in  California  as  a  Proportion  of  Total  Graduates 


I 

I 


0 


\ 


■5  '  .  6  V 


Years  ,Sinc^  GradHation.   '  \ ^  •     .  ;. 


.15. 


r  ERIC  I  ; 


,  ers.,  • 


\ 


•                                           *  '    •            *             :  . 

From  smocfthed  curvej/fit  to  "the  data  jLn  Figure  E-1,  ;the  fraction  od  • 

:  .d4Jntal^graduates  of  ^U.S.- schools  wJio  tak*^^^^  California  m,  years  v  • 

r-afterzgraduM^ip 

used  in  equation  E-^«rfeduced  to  67  percent  for  thlf  base  case  projection,  •  ' 

are  show!  in  Table  E-3^          *                     .     '       ,  •      .   ,       •  . 

•  •/ '  ^  "  • '  ■  .  -  *  ■  ••  *-  '  ■  ■  ■ 

Out^Migra'tion  ^  Cal  ifornia  Graduates    .    •                    'jT"  /' 


The. observba  pattern  of  out-ftigration  of  California  graduates  a§.  given 


at  \ 


1 


I 

;  hy  the  AdA  computer  tapes. start?  at^bout  25  percent  one  year  after  gradu-'  ^ 
.  .ation  arfd  gradually  decreases  ^aboat  15. percent.    Thus,  QaiidFbrnia  retains 
•'about  85  percent,  of  its  dental  graduates.    Figure  E-2  shows  titis  trend.  • 
This  pattern  has -also  been  adjusted  to;  67*percent  of  the,  origi^ial  valueSv 
taken  f rom^  the*  ADA;  computer  tapes.    Thus,*  the.. adjusted  retention  rate  is 
dnly  58  percent.    From  the  ^mpothed  cufrves  fit  to  the  data  in  Figure  E-2, 
'the  fraction  ofi^^raduates  who  take  up  practice  in  California jm  years  after  ^ 
graduation  (CCCm))  can  be  qalculatecf./^e  age  distribution  of  these 
ilentists  migrating  .out  of  tMfe  state  is  based  on  the^  age  dis^tribution  of  > 
de^al  school  graduates  (APCC,  Table  E-6),    These -factors,,  which  are ''used  I 
^  in  equation  E-8  reduced  to  67  percent'for  th'e  base  case  projection,  are    ^  , 
/shown  in  Table  E-4%  '       •     \  .    '  *       ^  *  ' 

.r  ■  -   -  ■  ■••  ■  • 

'  Projecting  In-sHigration  of  U.S.  ^aduates-*-Base  Case  ,  . 

^^^^    V     V  . '  '  •  *  *  ■      '  V       -  ■  ^ 

*  '  Using  the  *adj listed  migration,  ratfes  and' the  estimated  total  number  of  \ 

of  non-Califoynia,  U./S'.^  graduates  can  fee  pro^je6ted.    The  age  distribution  ^* 
of  thesb  "dentists  migrating  {o  the  state  is  ba^^don  the  age  distribution' 
.  of  dental  schotfl  graduates^(APCU,  Table  E-6)  as  shown  in  Tablfe  E-3. 

\       ^       i  '  •  ^  ■  •  •  *      ■  ^  \        ,      ■  * 

Projecting  In«Mi gratis  of  Foreign  Graduates— Base  Case-.      .  ^    ^  '  /" 

In  1975,  foreign  graduates  equalled  3*75  percient  of  non-California,  y 
^  U.S^j^tf^ined  dentiS^  .  <^     the  iMcsJlcafe  prpjectionl.tit  isi||s5umed  that  ^ 
th^  proportion  will\remain  constant  between  1970  and  1990.  y  J 


i  ■ 


-L-l 


ERIC-  ;•;      '■  '  .      .  G7i)^-        .      '  * 


,  1 


f 


■  -  4  — 
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Table  E-3.    Fraction 'of  U.S.  -Graduates  Taking  up  Practice  ih-cltifibyTfi a 
J   m  Years  After  Graduation— gase  Case    •    ^        *     '  " 


¥>eacs\^ince 
Graduation* 

2    .  • 
,  3  f 
"  4- 

6- 

7") 
8 

/  9, 


fr*aqtion  of 
Graduates  ' 


3^ 


10 


(  -    Source:,  ADA  Master  Dentists.  Ta;pes 


s 


J 


ERIC 


L-8 


/  / 


\  . 


'  7  .  f 


Figure  E[-2.  Graduates  of  California  Dental  Schodils  Practicing  in  California 
*  as  a:  Prqport'idA  of  Tptal  Graduates  '  ;  " 
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^  Table  E-4.  Fraction  of  CalifoirniaitGraduates  Taking  up  Practice  in 
California  in  Years  After  Graduatlon-Bas-e  Case 


Years  Since 
Graduation 

^  1  . 

\  -l  r 
■3'  ■ 

-''A 

■   7.  ■  ' 

♦  : 

9 

10' 


Fraction  of ^ 
Graduates  a 

+.733 

+.023  .  ■ 

+.022 
..  +.023  \ 

+.005V'. 

+.005  '  * 
•  +.005 

+.005 


;^+.005 
+.005 


Source:  ADA,  Master  Dentists  tapes 


V. 


-  1ER1C 


^  Table  £>5, .  Estimated 


Graduates 


i.  5,440 
*5,440 
5,440 

*  5,440 

*  5,440 

5,440 

*  5,440 
5,440 
5,440, 
5,-440 


Source:  /Reference  4 


Table  e/6»   Age.Distribution  of  DentaV 
School  Graduates 


Age 


Bnder  25 
25  to  ^; 
30  to-  34 
^5  fib  39 
,40  to  44' 
/^to  49 
50.  to  54 
55+' 
Total 


Percent 
3t7 
76.3 
14.6* 
3.2 

.  1-9  : 
..  .3. 
0.0 

p.o  • 

•100.0. 


Caultforhta  Gradua 


To  estimat^the  ntunber  of  California. graduates  between  1976. and  1990, 
it  is  assume*- that  the  rate  of  growth  in  the  niim^r  of  these  'graduates  is  \  i 
the  ^ame  as  that  for  the  nation    as- a  wholey  as  estimatfld  in  reference  4* 
This  annual  rate,  of  growth,  F(t)  ,*  for  each  ^ive  year" period  calculated  from 
the-data  in  Table  E-^'is  as  follpws:  ^  1976-80  ^  ,014,  1981-85  =  .000,.  and  * 
1986-90  =  .000,    Table  E-7  shows  the  estimated  ndmber  of  California  graduates 
for  the  base  case,  ysing  the  assume<l  rates  of  growth'  according  to"  equation  . 
E-10:  ••  '  "  .  ^  A 


GC(t)  =  GC(t-l)«F(t). 
fable  E-7. 


California  Gradua tes«  Base  Case  Projection— 
1975  to  1990 


•Year  - 

> 

•  GrAdiiates           .  : 
477 

^          *      1977  ' 

J  978 

.„  \     .  .. 

^       489  \"  ' 

V 

l  "-^       495  " 

• 
• 

r  .         ■  1980 

\ 

\ 

^'x'  4501"  ^  . 

.508             ■  / 

\      ;    '       1982  . 

508    '  ■  '  -  »  ; 

508 

• 

1983 

^1984 

.            '  1985 
• 

'  508  ■ 

\ 

508  .  . 

•     .      •      '  1986 

;  .508 . -. 

•     .  1987 

508  • 

'  1988 

508  '    -       ■  V 

198i" 

508  _ 

199Q  . 

.  . 508     ;  , 

- — — — -J—— 

 ^4 — —  —  

Base  Case 


0 

Projection  of  Actfv^entists  ' 


The  total'nuraber  or  licensed  dentists  in  California  can  be'estimated 
by  usirtg  the  existing  supply *^  a  point  oT  departure,  'applying  th^ 
attyitiop  rates  and  Estimating  the  additions  from.  California,  U.S.,  and 
foreign  gfaduates.    The  final  step  i-s  estimating- th^  number  who  wiM  be 
l#ptive  by  applying  "the  probability^at  a  J'entist  'of  age  i  will  jals^  be  ' 
active.    The  values  for  this  conditional  jprobabiJLity,  P (A |R,iX>Je^imated 
by  INTERPLAN,  are  shown  in  Table  .E-8.  . 


Table  E-8.'(| Condi tional  Rrobability  that}  a  Licensed  , 

California  Dentist  in  Aq6  Gitoup  i:ts  Actrive 


iAge. 


Underv44' 
4^10  49 
Sfto  .54 

55  to  59 
60  to  64 
65  to  69 
70+ 


P(A|R7i 


.8628> 

.spa 

.8628 
.8628- 
.8628 
.8628 
.8628 


f  ^  .  •  ^  ■       '     .  '  •  :  -  r^ 

^      The  resultant*  estimated  number  of  active  dentists  in  1975,  1980, 
<-    •    '  *  ...  *•      -t,  ■ 

j,1985  and  1990  is  shown  in  Table  E-9.    This  table  also-shows  the  breakdown 

*^ of  , these  estimates  according,  to  California,^*]. S. ,  and  foreign  gyaduat'es.* 

These  estimates  of  the  -future  niimber  of  active  dentists  in  California  are 

analyzed  and.  evaluated  in  the  section,  on:  dentists  in  the  body  of  this  T%r 

port,        *   s      ■  "  '         •  ^     .  r 


V, 


I*  ^ 
J 


'  V  Table  E*9'.  Base  Case  Estimatedvrota]  Lilcensed  and  Totair/ictlve  Dfntists  In  California- 


1985: 


Total  Licensed  Dentists';  .'  14,522 
TotalActive  Dentists-  '  12,529 
.;  California  graduates'.  ^  ^  7,747  ..  5U8 

'II 

Othcic  U.S.  graduatfes .  '  ,  4J510  "36.8 

\  9 

172 


Number  •  't  f  Number     ^  '■  Number,,  ^  ■ .  Number  1  % 

'  '  ,  -2^324.. 


M9-   .  .  .  19,067. 
ItfO.H.  l?i«3   lOd.O' '^451  .100.0  .  18,398  1<I0.0 


Foreign  graiyates' 


•  4 

4 


Cali^orniaTopuiawn 
fthousands) 


1.4 


•'8,852    61.3     9,992  .  60.7    ]]M  60,2 
5,379''  37,3 .  '^6,225'  •  37.8.  .  .  7,055  •  38.3*. •  . 


201  -1,4    '.233,    1.5  r  264,':'  k5  . 


21,20 


Active  Dentists 
lOO.Opj 


59 


22,659 


24,363: 


67.:^ 


♦  JO 


■5- 


J 
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Sensi 


--^rv        J.,  APPENDIX  1^:      •  - 
ty  Analyisis  of  Futiire  California  Dehtisit  Supply 


:  In vthis( appendix  results  of  the  s^sitiyity  anaJ^ys^s  on  the  key  para- 
^^/^  jieterisf  o|  the  tfefttist  iupplj^rodd^J^are  reportBd  an4"co^aredL  to"  the  base^  . 
1*  V     case  prdjecti^  described  ^iii^ppendix  E.    In  this  sensitivity  ^nalys^i».    '  / 
\  '    .  changes_4n  the  valuesl^crf  the' in-miigration^actor,  .H,  the  retentitSTTpi^ 

bility  of  dal^oiTiia  graduates/  P(R|G), •'and' the. growth  rate  for  California  \. 
graduates,  F;  *werfe  cbnsidetefl.  {A  sianunary' x)f  the  values  coils i^hred  and  the 
'  "      imj^aots  on  the  dentistjitflppOTulatiori' i^^^      are  shown  in  Table  J-1.  Figures 
^  ^    J-2Vto  J- 9  contain  tHfe  computer  print-outs  for  each  of  the  cases '  ide^t;^fied 
in  the  sunpi^ry  table. 
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•  V"  California  Gradualies'". 
GWfi  Rates    .  . 

1     A  ' 
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,     9  , 

1985 
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'  P6r> 

j'V  ■ 

T^rcent^ge 
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Percentage, 
of  Change  v 

V^'lue' 

•pe^centiger 
of  Changy  ' 
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California  Gradfcte  Retention  Sensitivity 


Case  4  , 
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Figure  J-2i  In-Migration  Sensitivity  -'Case, I  T 
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APPENDIX  D 


J'' 


Methodology  artd-  B^se  Case  for  Pharmacist  Supply 
*  Projections  and  Migration  Analysis 

•  :•:  ^.       ""•    •  ■  .. 


.Basic  Projection  He thbdology   .  •  j 

^   "       In  thiJ? Appeiidix  $he  approach  usied  fot  projecting  the  number  of  active/ 

licensed;^pharmacists  in  Calif6mia«consists  of  two  ste^s.    In  the  first 
«  step,  the  total  future  number- of  licensed  phajrmacists  is  estimated,  and, 

in  the  second,  the  ^proportion  of  these  licensed  pha^acists  actiYely  employed 
,  in  jphaSSnacy  is  calculated.^   The  methodology^used  for  acccmplishl^  the  first 


step  involves^ three  tasks.    Fitst,'  lossefs  in 'the  currentlTsupply  of  licensed 
pharmacists  due"  to  attrition  from  (Jeatlfl  and  nonrenewal  of  licenses  are  cal- 
culated-.    Second,  additions  to  the  suppl>^  from  the  expected  flpw  of  in- 
migrating  pharmacists  trained  outside  the  state  are  estimated^    Third, ^ 
ad^litions  to  this  .supply  frojo  Ihe  expected  flow  of*  new  graduates  from 
California  schools  are  project^ed.^*  Using  this  methodology  Tor  projecting 
future  licenlfed  pharmacists  implies  ?L^odel  reflecting  fundamental  age 
relat^^^ 

•        -  ■  > 

-  e^ressed  symbolically  as:  ^     •  ^ 


> 

be 


•PH(t^ 


rPHCi,t)" 
a 


f 

?PHa.t)P(A|R.i) 


with 


APH(t) 

PH(i;,t)  =  p(i..t)+M(i.t)+G(i.t);  ■. 

PCi.tjS-  pVl.t-l)(l-d(i-m(l-»ei-W  • 

M(i,t)  =■  GUS(t-l)PU<l-l.jVM(il'l,t-l)(l.-d(i-l))(l-a(i-l)|f 

'  G(i,t)  ,=  GC(t-l).PC(i-l)+Gj(i-l.*-l)  (l-d(i-l))  (l-a^i-l)j 
PU  Ci- 1)  =  H 'APCU  (i  - 1 )  1 1  -d  (i-Vyi-aTi-.J 


/ 

•.DO- 


(c-i): 

(C-2) 

(C-3)t 
(C-4) 
(C-5) 
(C-6) 

(C-7) 


PC(i-l).  -=.P(R|G)AKC(i-l)(l-dCi-l))(l-a(i-l)3 


where: 
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V 


4f 

•  / 


M-l 


PH(t)  «  the  number  of  pharmaoists  licensed  and/living  in  California  in 
\ti«e  pleriod- 1.  *  /      '  . 


'        ♦    APH(t)  «  the  numbex  of  actively  employed  phirmacist^Tin  Ci^fprnia^in 
time  periods  t.    .        •     .  .  *  ,7^ 

\  P(i,t)  «*the  number,  of  phapaacists  of  .age  - i*  licensed  and  living  i/ 

^  Califi)rnia  in vjfcime' period  t  stemming^solely  from  the  stock 

of  pharmacists  of  year  1975.  ,  •  ^        /  . 

-  P(A|R,i)  «  the  conditi^al  probability  that  a  pharmacist  will  ]be  aptfve,  ' 
\.  given  that  he  (or  she) 'is  licensed  and  living  in  the  state  ajid 

\\  i  years  old  (see  TS^e  C-10)  ^  .1'  '  * 

P(d-litrl>.  =  the  number^  of  phartoadksts  of  .age  (i-1)'  licensed  and  living  i^i 
California  i9:  time  pjatipd  (t-1).     'J'  ^  ; 

6(i-l,t-l) the  nupber  of  graduates  from  California  schools  of  age  (i-l)  y 
•       '  in  t^ime  period  (t-1).     r-'^         .  ^    ^  •  .      •    .      .  '  . 

M(i-^ft-iy»' the  number 'of  pharmacistL  gra3^ted  from  schoSls  in  other     '  ^ 
states  of^ige  (i-.I)  moving  to,  licensedV  an"^  living -in'  " 


 to,  licensed,  tod  living -in 

.  .  California  in , time  j^eriod  \t^l) .  '  /\  ^ 

^     /  P(R|G)''=  the  conditional  probability fthat  registration  will  occur  in 
^'  California,  giyerijthat  the. student  has  graduated  from  a 

.  California  school  (sefe  pg.  C-8).  *  ^ 

^      V  d(i-l)      thjB  probability  of  death  for  pharmacists  of  age  (i-l)^in  a; 


*        :a(i--l)  «  the  prpb^bility  that  a. pharmacist  of  age  (i-l)  will; drop  his 
or  her  license  in  a  91  v.en  time"  per iad  (see  Table  G-l)  /  *  . 

H  «  in-migration  fate'  expressed  as  a  proportion  of- new  U.S.  grad- 
'      ;  uates  (se(&:pg.  C-7) .   .  .  • 

#  GUS  «  estimated  U.S/graduates^  (see  Table^C-6)      '    ,  .  .  - 

GC  .«  estimated  California*  graduate's^  (see  Table  C-8)  .  "  ^ 

.  APCU  ««  estimated  age  distribution  of  .U.S.  graduates  who  in-migrate  to 
California  (see, Table  C-2) .  ■  .  "  ■  • 

APCC  «  estimated  age  distribution  of  new  graduates  of  pharmacist 

training  programs. in  California  (see  Table  C-2): 

.       .  •  ■  -» 

Attrition  factors — - — — — — — — — — — — ^-7-  — '  '  ■ 


.  >    Tal)le  C-1  summarizes  data  on  th?  total  current  supply  of  pharmacistis 
licensed  and  living  in  California*,  the  age  distribution  of  these  ph^acists, 
the  attrition  factors  for  each  age  grqup,  and  the. number  of  those  pharmacists 
estimated  as  surviving  and  retaining  their  "licenses  in  198ol  1985,  and  1990 J 


-■    .  .  ■    ■  -  .    -   ■  ■  .  1*.    .  ■  . 

Tim  firs't  attrition  factor,  the  probability 'of  suinrival«  is  ba:|ed  on  death 
■  'rstes  for-imales.      '  •  -     *  .  ^ 

Tafile  C-1  >  Cu 
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Current  Supply  of  California. Pharmacists,  Attrition  Factors,  .an 
j   .  Projection  after  Attrition    ,         ^  ■     .-      . v 


?Age 


1975 


Probabil  Hy 

•  of 
Surviving 
(1-d(i))f 


'PVobabtlity 
Of  R6mainfng 
in  Practice',' 
M^aXi))tti 


•Pharmacists  Surviving 
and  Remaining 
in  Practice  ' 

1^0  idds  ma 


Under  30 

3.7$S  . 

.9982 

.1-900 

30  to  39 

2,277 

.9978' 

i;ooo 

40  to  49 

.2,313 

.9945 

/    ,  1.000 

50  t8.59  > 

^.      2*,289  • 

19858 

^     '  .995 

eq  to:  64 . 

.  •  807  • 

.973§ 

.933 

65+ 

'       .  '380 

.9515 

.959 

Total  ^ 

#^  .11,8  61** 

f  '  * 

1,414 


X: 


3^47^  3,719  1,382. 
(^2, 24?]^  2,194   3,358 J) 
Wl32    2, 059- •  1,996 

{  -/995  {    942  {  396'^ 


10,258  -8,914  7,632 


\ 


.*.  Age  distribution^stimated  from  reference  15.  *  .  ^ 

**  As  of  11/4/75;  source:  Cal'ifornia  Department  of  Consumer  Affairs, 

t. '  Reference  3,  pp.  14-15.  ',  -  • 

t+  Estimated  from  references  14,  15.  ►       ■  '  . 

Nat lo^aF  data  from  references  14  iftrul  15  provided  th#basis  for  calcu-. 
latlng  the  stScond^  a  ttipit  ion  factor,  the  ~^rbbability^^o^^  license.. 
Starting  viith  the  total  nizmber  of  pharmacists  in  1969,  as  shown  in  reference 
14,  survival  rates,  were  applied,  and  a  new  total  and  age  distribution  for    |  * 

^973  were  estimated.    Using  data  on  new  graduates  in^ the  period  from  1969  to 

♦    '  .    .  .     '  '      .>■'■■■•  *  .  '         ^  • 

1972  from  reference  4 /isLnd  a  new  graduate  age  distribution,  as  shown  in' 

Table  C-2,  the  number^  of  new  graduates *ifor  the  period  by  age  groto.was^. 

'  ■  J.f^    <  '  f  '  <  » 

calcu^teH.    After  apM/inft  the  ^survival  rates,  a  new  tdtdl  and  age  distri-' 
button  for  new  graduates  sur^  in*  1973  were  estimated  and  added  to  the 

estimated .number  of  1969. pharmacists  surviving  in  thdt  same  yea^. 


.Tat>le  C-2.  '  Est1mate!d  Age. distribution  of 
>              New  Graduates  of  Pharmacy 
*  .  Training  Programs  


Age 


Under  30 
30  to  39  * 
40  to  49 


Proportion 
^  .904 

.080  - 

.016 


'  Sourc^:  .IKTERPLAN  estimate  f roflrSentTs^;.  and 


Physician  data. 

'M-3 


I 

Si/ 


7r00  ' 


u 


atls 


•V. 


The  stin  of  -fihe  l969-7S;  new  graduatfes  and  the  1969  pharmaciists  estimated 
as  surviving  ih  1973,  divided  by  the  actual  ijumber  of  1973  pharmacists  Cas 
^published  in  reference  15) ;  provides  a^feasure  for  the  rate  bf^  phai 
^o^sage  ^roup  who  dropped  thSxr  Xicehses  in^the  tinje -interval  used.\ 
contains  this  rate  (see  column  6),  before  being  annualized,  together 

data  on  pharmacists  sind  new  graduates  used^in  thV calculations.  * 

•••  .'^  ■.. 

'•  '    ■  ■    •  ■  .  .        -  -  .  . 

Table  C- 3.    Total . Number  of  U.S.  Pharmacists,  New  Graduates,*  and  Probabil.itUs 


.V- 


♦ 

(2) 

;     ; . 

■  (\)  . 

f5)  •. 

.  '  C6)  : 

1 

Age 

Total 
'1969* 

Number 
Surviving 
.  1573 

Surviving." 

,  New 
Graduates 

(2)+(3)  ( 

Total 
Pharmacists  . 
1973*^  • 

V  • 

(5)t(4) 
n-a(i)0'» 

\ 

Under  30 

23,319 

.  13,891 

.wl3;i0? 

.27.000.  • 

'  .27,004 

1.000  . 

30  to*39 

^29,949=- 

27,059  : 

5.035  - 

.32.094  '  ^ 

\  32.2J|^ 

1.000  " 

4Q  to  49 

'  25ij^59 

^26,814 

.  473 

27.287 

28.473  ' 

1.000 

50  to  59 

^23,013  . 

:  23,001 

44 

23.,045 

'  22;553 

V  .97?., 

"  lTi896 

15,098* 

11,434 

.7.57  1 

65+ 

-  10.850 

13.163  ■ 

13.163^ 

11.141 

.846"^ 

To'tal  . 

124,4'86/ 

*  119.026 

ia.661 

137.6^7 

132.899" 

• 

.  .965 

**  R.eferjence^l5. 
The  Miqratiori''^ate 


c 


The  base  period  used  for  estimating  the  migration  rate  of  pharmacists 

The  approach  starts . 


•  trained  outside  the  state  of  California  is  1969  to  1973 
with  the  total  number  of  pharnjacists  in  the  state  in^l969.    Survival  rates 


wftTP  then  aprlied,  arid  a  new  total  and  age^istributiuu  fur  197^  were  estimayd. 
Next,  the  number' of  California  school  graduates  in  the  base  period  surviving 
in  1973  was  estimated. 

Ni^w  graduate  data  .used  in  calculating  the^Tiumber  of- new  California  school 


J  • 


M  -  A 


I«*  the  We  period  years  lye 'contained- in  Tg|?ie  C-4;   Jhe  age 
44?%¥4fett%4$»/^t. these  hew  graduates  was  estimated  to  be.thf^Jane  as 'the, age 
4Utt4feW(few.^f  pharmacy  graduates  (see.  Table  C-2).,  '  ' 


Table  C-4..  California  Pharmacist  Graduates    f  ( 


1 


1  cQ  r  » 

urauUatcS 

1975 

4161 

1974  , 

.   423  * 

1973  . 

/       436  ' 

*> 

1972  •. 

307 

'1971 

301  . 

1970 

302 

1969  • 

235  ^ 

1968 

264" 

1967, 

253 

"S§«P§e;   Letters  from  each  of  the  schools  of  pharmacy  in 


the  state. 


punberV(n^be  overstated  because  the  tftals  include 
i^ll^  B.A.  and  advanced  degrees,  a^l  phalnnacists  who  re- 
€§1Y^  both  degrees  in  the  period  cbveretf  are  counted  v 


App|yi!»g  ^he, survival  rates  .^d  calculating  a  new  total,-  and  agfe  distri- 
.  btiUefl  le?        new  graduates  between  1969.  arid  1972- provided  an  estimate  of  - 
.    tftese        |?|^uates  in  , the  .base  period  who  survived, in  1973.    These  sjurviving 
MW  g?§^«f^fsvere  then' added,  iy  age  group,  to  the  surviving  pharmacists  of 
-  Finally*  the  probabilitifiss  of  retaining  licenses  shown  in  Table  C-l  . 

WtJF§  appUf^  ^9  derive,  an  estimate  of  19.69  Kphanftacists  and^neW  graduates  who 
feett  SuyyiYed  ^nd  retained  their  licences  in  1973.    The  difference  between 
"■"---^iil.fftiffate  §nd  the  actual  number  pf  pliarmacists  in  1973,  a^  shown  in 
.  v'ftff?fBSf  15,  serves  as  a  measure  of  the'in-migr^tirig  pharmacists  trained  ^ 
'  ,  4b  5€h9el5jfeyt?ide  the  .state.  i, 

^ht»^f  results  1(566  Tablfe  C-b),  it  as  estimated  that  1,038  ph^rma- — 


r  / 


gifts  if»=Biigpated  to  California  during  tlie  foUr-year  period  from  1969  to 
l§?l}         §n  leverage  of  260  per  year.    During  this  same  Tperiod,  there  were 


M-  "5 


ERIC 


< 


1h 


* 


Table  t-5/  TQtal  liiber  tf  Ca|]lfornla  Phannadte.  Hew  Grad!;atef,;and  i^igratfon 


.•■'13). 


» 


Total 
Phariactsts 
1969*: 

\.  3,000  ■ 


Number 


surviving 
New 


Surviving 


1973  ■  ^  1969-72  .  '  (2)+(6) 


Graduates*  ^Surviving    'AclJve   'Actual  ,  In-lligr^ttons"' 


•Tptal '  . 


30  to  .39 '  ••  2,300 


- 


40to.49:  '  ...2,450 
50  to  59 
60  to  64    .  932 


^65+ 
Total 


558 


11,640 


:'r;787 
.'2,558  > 
>  2,349'  (J. 
},319  ^ 
■  1,409  *  ■ 

791 " 

11,213 


224 

.3p' 
2 


1,145 


t 

2;782 
'2,379 

2,321 
.1,409 

'791 
12,358 


B73  1973** 

i^.676'-. It,, 

,  ■  .2.373 

* 

2,272 
•1,069 

''•669. 


7. 


fl.M?     12,465 ^  1,038 

.4 


-*--Ref^nce-14?^" 
**  Reference  15.  • 


.}: 


0  -  i; 
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ah  estimated  130,300  active  phaijiiacists  in  the  nation  each  year  (see<  tj 
reference  4) .  •  Thus ,  the  in-migratAon  as  a jpfoport ion  of ^ew  graduates is 


.0024 

Projectlnj^  Migration— Base  Case 


•  Using  the  migtatioh  rate  and  the^estimate4  total  nvunber  of  U.S.  *gr^- 
uates  between  1976  "and  199?)  (see  Table 'C- 6)-,  future  in-migration  to  the  state  . 
can<  be 'projected.   The  age  disti;ibu1iiLon  of  in-migrating  pharmacists' was 
estimated  to  be  the  s.ame  as  the  age  distributiojp  of  pharmacy  graduates  (see 
table  C-2);     .  .  '      ,  .      >  .   -         .»  ^ 

^    ■  f  ■  '  -  '    ■  ■■  1.  .  '  '      ■  ..^^  ^  ■  ^ 

Tab1gX-6.    Estimated  Numbec-^f  Active  United  States  Pharmacists 


Year 

1976 
1977 
1978 
'1979 
•1980 


198T- 
1982 
1983 

•1984  ' 

1986  ' 

1987 

1988 

1989 

1990 


Number  f 
133.80JQ-' 

■  laefzeo . 

T38.720 
^  141. 18t) 
143. B40 
•146.100- 

"^"149.24F 
v.  152.380 
'^•r  155.520 
158,660 
'161^800 

165;420  ' 
169.^)40 
^  172.660 
.  .176.280 
179.900 


Source:'   Estimated  from  reference  4.  p.  101. 


Table  C^7  shows  the  estimated  total'  number/  gf  pharmacists  migrating 


to 


V  California,  who  wiii  both  survive  and  retain  tljieir  licenses  in  19^0,  1985, 


and  iggo^'^sin^^  the  methodology  described  in  this  appendix.  * 


A 


r 
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705 
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Tabte  C^?.   EstlWte5  Number  o^f  Pharnriclstsf  Migrating  to  Calffornia 


To*  issl^ate  {he  h^^r  of  California  graduates  between  1076  and  1991)/ 

"it  is  a^istiimed  that  .the  rate.'of  ,groWth-in  the  number  of  thes^  gradp^tes  will ' 

be  the  saae  a;r/jhe.rafe  of  -gtowth  f 63c  the.  nation,  as  estimated  in  reference 

The  amiual  rate  of  growth,  ?tt)i' for  each  five  year  period  calculated 

from  the  date  in  TaM,e*C-6  is, as  follows:    19^6-80  »  .018,  19^i-85  »  .015,  '  S 

■■,  arid  19^6-90  ■  .015.  liable  C-8  shPws  the, estimated' nigiber  of  Cfl}jf<^m^a  &ri^h-* 
■    .    ■  ■  ■■        .y-'  ■  ■      '        .  •  .    <        -  .  " 

uates  by  year,  uslfig  thes6,  jissumed  rates-i^f  growth  according  .  to  equatioh  C-9* 

*    ■    \.  :    GC(t)  ..  GC(t-l)-JF(t)        .      :  ..(C-9) 

Based  on  a-jconversation  withthe  staff  of  the  Stat%  Board  of  Pharmacy,  it, 
is  assumed  that for  the  base  case  projiection,  the  probability  that^Ji 
California  graduate  will  become  licensed  in  California  ison^  i.e.,  ♦. 
P,(R|G)  '1.'  V         .     •  .     •       •  •         .  .  .\ 

^  ^Tto  calculate^jthe  number  of  California  graduates.  1^^^^ 
,   1976  <o  19S'b  who  will  obtain  licenses  aiid  both  "survive  an)t  retain  licenses; 
-:|he -conditional  probability,  'thl  survi<ral' rates,  and-the  rates  for  th6  proba- 
hillty  nf^Tctaining"  a  'lig<n8»  ware  applied  to  the  estimated  number^ of  giaJu-  > 
ates.^  The"  age  distribution       the^sraduates  used  in  these  "calculations  is  *  ^ 
shown  in  .Table  C-2.;-  .Table  C-9  contains  the  estimated  number  of  new  California 
■  graduates  who  will  be  phann#ists  in  C8^ti«»rni\  in  .1980,  1985,  and  1990,  using 
the  methodology  described  in  this- appendix.- 


ERIC 


M-8 


table         California. PMrmacy  (Sraduates,  Base  Case  Pro- 
ject1on~1976  to  1990"  ^. 


4*  . , 


Year 
/  •   .  T975 

,1976 

\  ^    ^  ^^^ 

'  .  1979  , 
*       '  1980 

•,1981 '  ■ 
1982 
1983. 
•      •    '■  1984 
^         1985  ♦ 

.  1986 
1987 
19i38. 
1989 
1990 


Estimated 
Number  of 
California 
Graduates 

416 

423 
-43b 
437. 
444 
451 

4f7 
463. 
4"69 
476 
483 

490  ' 
497 

504<^ 
-511 
518 


Table  C-9. 


Estimated  Number  df  California  Graduates  l^e- 
tWeefi  1976  and  1990-~Base  Case  ' 


Age, 


^Under  30 
30  to^9 
40  tJO^^ 
50  to  5l' 
60  to  64 
65+  . 
Totals 


1980 
1,2^7 
836 

6 


• /1S85 
1.459 
2,701 

28 


2,133  '  4,407 


T990 
1,'565 
4,098 
1,049 
98 

6,8.15 


ERIC 


707. 


i 


Active.  Pharmacists 


4" 


^    Tho  £j.nal  >tep  in  projecting  the  number  bf  active  pharmacists  in  the  * 
state-is  to  apply  the  conditional ^rebability  that »a  licensed  pharmaci^  will 
be  active  to  the  total  number  of  licensed  pharmacists  in  ead».  age  group.  *^e 
values  for  this  conditional  probability,- P (A  |R,i) ,  cVlcu^ted'ifrom  the  actual 
1972;5xoportion  of  active  pharmacists  in  each  age  gTjbup,,  are  shown  in  Table 
.C-]^*>^se  values  w  ' 

J      \  Table  C-10.  Cond/tionaV^^^^^ 

California,  Pharmacist  in  Age  Group  i  is 
Active   .  ' 


t 


T 


Age- 


Under  30 
30  to  39 
40  to  49 
50  to  S9 
60  to  64 
65+ 


.  PCAIR.I)  ' 

•87 
-  .87/^ 

.87  ^ 

.87 

.87  '  .  :) 

.87  ^  , 


The  resultant, ^estima^ed  nymber  of  active  pharmacists  in  Calif ornia'in^  ' 
1975;  1980rpl^>5d'l990  isthown  in  Tal^e  C-11.'  This  table  also  contains  - 
tRfe  total  numlier'bf  pharmacists  who  are  Jicensed  and  living  in  the  state  in 
those  years  andwthe  nunber  and  percentage  of  -  pharmacists  who  are  surviving  •  '  ' 
1975  phai^cists.,  .wha  will  be  migrating  to  Califatnia'between  1976  and  1990, 
or  who  will  be^graduating  from  California  pharmacist  progiiams  between  1976 
and  1990.  .^e  bottom  line  of  the  table  lists  the  numberlof  active'.j)harma- 
cists  per  100,000  persons.    The  estimates  of.  the  future  number  of  active  pjiarma- 
•  cisfs  in  California  are  analyzed  and' eva,liiated  in  the  section  on  pjiarmacists  .in 
the  body  of  this  report.  •  '  .  ■ 


Data  on, activity,  status,  by  age  group,  was  not  available  in  the  preparation 
of ^is  report.    Applying  the  same  value  to  every  age  group  is  equivalent  to 
■using  a  single  value  for  all  pharmacists.      '  -  - 


M-IO 


'I  ■  i 

.  ■    ♦  . 

; '  Tabl?  Ml,  Base  pus^  Estimated  Total  Number  of  Li  wed  and^Jctive  Ptiallaiiists  in,Cilifornia  in  1975,  1980i. 
'  '    1985;*  1990  ■  ■  * 


■;■  1  ■    ■  '  • 

1975 

■     1980  .. 

1985    .  ' 

-  '   1990  '  '  ■ 

'  NiJiiber  .  X 

.Number   31  ' 

Number 

Number,  t  • 

Total  (litter- of  Licensed  ' 
Pha*icists-  ';*•  , 

— .  .,)■  ■  ^1  ^  ■  , 
'  11,861  .6 

13,769'  . 

1?,195 

'  18,961  , 

iictiviftannacists  '  ,  ' 

10,319" 

11.979  100.0 

■  14:,090  100.0 

16,496  ■  100.0  ..  • 

Surviving  and  Licensed .. 
1975  Pharmacists  , 

'  ' '  :  ' 

i'  » 

'  ■   ■  ■  '  1 
8.926  74.5 

7,757  55.1; 

^JtJl  JAA 

6,641  .  40.3 
.3,926  23:8  ^ 

Migrating  Pharmacists,, 
/  1976-1990, 

a 

.1,197  'l(}.0  ' 

*  California  Graduates  . 
1976-1990  .      •  . 

Ik 

1  , 

1,856  15.5f. 

■  1 

3,834  27.2 

1 

'  5,929  .3^.9  ,  *  • 

'  '    ■■  '  ' 
California  Population, 
(thousands)*  ' 

21,206  ^ 

22,659 

,24,363  ■ 

1 

Active  Phanacists  per  . 

■  m^m  '■ 

■  ■  * 

•  •  r 

'   '  48 

\i  52  ■ 

*  1 
..)7;: 

.63 

4 

■1 


Source:  reference  7, ,  • 


,   "  'J. 
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^  '       V         APPENDIX  D. 
•Sensitivity  Analysis  of  Futu»^  California  Pharmacist  Supply 

In  this  appendix  results  of^he  sensT.tiyity  q!tifiTyses  on  the^key  path- 
'neters  of  ""the  Pharmacisl  sui^ly^del;  ^e  reported  and  conqpared  to  the  base 
c«5e  projcctipn  described  in  Appendix* -  In  this  sensitivity  aftalysis, 
;    ch^pgM^;^  thQ^^^^^  in-migrktion.  factor,  H,  the  retention  proba- 

bilidTof  ^iifornia  graduates,  PtR|G),  and  the.grpwth  rate  for  California 
(    graduatl$7  F>  were'  considered.    A.  summary,  if  the  values  considered  and  the 
impacts  on  the  Pharmacist  to  population  ratio  are  shown  in  Table  H-] 
•  Pigt:Kres  H-2  to  H-9  contain  the  computer  print-out^-  for  each  of  the  (fases^ 

:'  *        '  .     A  •  •    '     "  ^ 

identifiedin  the  summary  table. ■ 


■■■■  ('■■'  ,  ■.  ■ 
(  ■■■■  •  ■ ■  r 


V 


♦ . 

t 

Pa 

Migration- 
|aiiietir  ' 

Callfor 
lie 

nia.Gridua'te 
tentlol 

'  Ca]if( 

/G 

irnla  Graduates  - 
•Mth'te 

Peirceiitade 
'of  ChafKie  i 

,  'ISK  ■ 
P'lincists 
per 

100,000  • 

■  1 

Percfifitaflfi 

1     WWII  vUMv 

of  tae 

PercentaQe  . 
■ofCliiiige 

Valye. 

Percfifitane 
of  tage ' 

t  Values  ' 

\M 

1980-85. 

•1985-90 

Base  Cas^  , 

■  > 
'■1.0 

\  -0- 

'  ,018 

',015'. 

.015  ■ 

•  * 

57 

-0- 

m 

■Mi 

•lOJ 

1,0  ■ 

•  .0. 

,018 

',015,, 

.015  , 

4 

56 ' 

-.018' ■ 

;'•  I  V 

,0015  ■ 

'•  W 

1.0, 

■  -O- 

i018' 

',.015' 

.015 

55' 

■■  -.035 

' .  3, 

JIO 

■  ■■•50J 

'i:o 

•  ,4  • 

.018 

.015.- 

.015 

■  \4' 

.  52  ■ 

-,.088  , 

Calltoriita Wuate Betentlofi S^^^^^^     \  '  ■       ,  ',      •      .'             .  '  'A 

.10  ■ 

,95 

•'51'.  ■ 

J18 

'  ;015 

^,'015  . 

.  -0- 

■  .  57 

'o,ti  • 

.0020 

■■  .90. 

.  ^loi, , , 

;oi« 

M 

'  ,015 

■  '  .j. 

-,018 

M 

.'•rO-' 

1,0 

,  4 

■.01i5 

;  .  0154 

■,0154 

'+2.51  ;■ 

+,035  , 

'm- 

4  , 

1,0 

'.  4  , 

•  .0190  ■ 

,  ,0158 

,01„ 

■'  +  5.0? 

-12 

t,088 

..ouzo 

'.:4 

'4 

.0198; 

.Oli 

j'.0165' 

•+10,0J 

17 

t.l'76  , 

ESTIMATED  TOTAL aiCEIJjSEO  AND  ACTIVE.  PHARKKISTS  IN  CALIFORNIA 

•  ..."  '  .     •  *  ir 

.  197T  .      .    1980"*'"  rl985'""": 

•  .      '     • , .  •  -  .  ■••  .'      •  ■  : 

LOJatJ-J^^'J'i'i^'^^^'^ClSlS^     •   .  '11861  U631      "    '  15908* 

ACTHE  PHAPMACiStS '  ^ 

.  PHARMACISTS  FROM  197:5  STOCK  . 

 MIGRATING  PHARMACISTS 

CAL I F •  GR ADUA  TES  1 976-iV90 
dALIF,  'POPUL..ITHl>USA*)S)  ' 
AWV£_PMKM*  PER  I'OO.oqg.  '^^ 


^  i — ^ 


CALI^Oft'MA.  GRVdO  aTES 


___Y-EAR    •  \  GkACUATES 


1975  ;  "  ^  ^16  . 

.1976  '_;  423 

1977  \        ■ ,  J'  i^l0  '~r 

1978.'  '  •     437  . 

•  ^"^P  ...    .  444 

■'  i9oj'""  ' '  y  .  '  "  ^sr™ 

1981,  '  •  ^       A5T  ' 

1982  •    .    '  463 


/4 


.    L^83  'y.469""' 

,  J984\  •  •  476 

/•  1985   '   '      '  483' 

^"1986  ^  '~490""* 

•    1987  ^    ■  ,        '  '  .  '497 

.   1988-  .        '    -      504  _ 

1989  .      '    "  ^U  " 

1990  '  518^ 


'"^"»'rfl-2v  Migration  Sensitlv^'^^O^^^ 


ESTIMATED  TOTAL  LICENSED*  AND  ^CJIVE  PHAfmACISTS  IN  CALIFOkNIA 


1975 


1980 


»TDTk  LIC(rT»^ARMAC'ISTS  •  11861     ^'        13425  {mV 

■ACTIVE.  PPARMACIST'S.  '  .  "* T""  «-k)3l9  *"         11679   "  "."134.6b 


PHARM§ISTS  FROM  1975  STOCK 
"  .MIGRATING  PHARMACISTS 
"calif.  CRA0gATES'197j6-l990' 
CAL'IF.  PCPUL,  ITHOUSANDS) 
ACTIVE  PHARM.,  PER  100.000 


,6925 
'1898 


'"^••72:659 


19/5 

1976 

1977" 

1978 

1979 


0 

0  • 

/•  •  "0 
21206^% 

"*  ■  ^caLTfcrn^'grIISjates  • 
year       '  gkacuates 


1 34.6b 
•  7755  . 
•1874  • 
i834'"* 
;^4363 
,-  ....55  _  , 


\ 


416 
_J.23^ 
.  430  r 
437  . 
4'44 


463 
"469' 
476 
483 
"^96" 
497 
504 


4 


511 
518 


■  #i  I  tin 


I 


I 

\ 


ESTIMATED  TOTAL.  liCE>lSEO  , AND  .ACTIVE  PHARMACISTS  IN.  CAL IFURNIA, 


1975  . 


[TOTAL lie.  PHARHACI'STS^ 
ACTIVE  PMR'KACISTS'      .  "  • 
PHARMACI'STS  FRUfi  1975  STOCk^ 
-MIGRATING  PHARMACfSTS  . 

Calif'.  GRAOuATes  1976-19^0.^ 

CALIF.. PCPIL.  ITHOUSANDS).  • 
ACTIVE  PHAR.H,  PER  lOO.OQO  " 


1990 

16705 

664  Q. 
1963 
•5.929 
2-6C98: 


t 

1 

CALIFCRMA^GRAWATES  • 
\R'  GRACU^TtS 


i9av 


1987 
:1988 


Figure  H-4.  Inf  igration:Sefi^it1yity(?:|^ 

■  ■  •  I 


2^   r'  : 


FSTl^TEO  TOTAL  tICEfiSEO  AND  ACTIVE  PHiRWAC ISIS  m.CAL IFORNIA 


""^975 


TOTAL'LIC^.  PHAftHACI  IF^S^  \, 
"  active  P|-ArtMACI.STS  C  T  '  " """T 
f\     PHARMAClfTS  FROM  1975  STOCk'  ' 

MIGRATING  PHARMACISTS  ' 
i      "iAU'F;  GRADUATES  l976-r99'd 
I   CAIIF»,PCRUL.' (THOUSANDS) 
FjACy^fhABM.*  PERJOOJaOO 


11861 
1Q319 


r 


f 


i 


,1980 

892!)  •• 
_.1197  ^ 

176l' 
^  2261)9 


CAHTCRNIA  GRADUATES 


iv 


YEAR 

1973 
1976 
1977 
1978 
1.97^ 
1980 
1981 
b82 
1983 
.198^ 
1985 
1986- 
1987 
1988' 
1989.. 
1990* 


•   


GRACUATES, 

\  *  423 
A3^ 
■  .437' 

451 
,  457. 
'46J ' 
.'   '469  ■' 
4-76 

•483'  .• 
490 

497  ■ 
50^ 

511'  ■  ■ 
•   518  . 


19^5 

15975  ■ 
"13^98 
7755 

_24S^' 

mi' 


24363  / 


.1990 

18620 

"■l620e 
;  :664A 
392fc 

v::"563l 

26C9i 


'  ,  Figure  H-5. "  California  Graduate  Retention  Sensitivity  -  -Case  "4 
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:ENSeO  AND  ACTIVE  PMARMACLSJS  IN 


rOTft 'Lie.  .PHARMACISTS' 
St'tlVrPHAKMAClSlS  " 
..PHARMACISTS  FROM  1975  STOCK 
<"HIGRATJ[NG!PHABMAGT'SIS 
CALir..  GRSPUATES  1976-1,990^ 
EALIF.  POPtU  (THOUSfNOSjl 

\nm  PhARM.  PER  lo^.oooy 


■"  :C'AiTFORMA"  GRAiXi'Af ES  '  T 


YEA^^ 


GRACUATES 


1975* 

1978-  •  . 
1.9/7  . 
.1978  • 

1-979   , 

1980.  .  , 
1981  ^ 
I9d2 


I.  \* 


198? 
I9d5  . 
1-986"' 
1987 
1938  ' 

1989  ; 

1990  ■•• 


'  416 

V30 
'.  437 

•457 

:  4^ 

469" 
f  '  476 
.  ^BS  ' 
—  490  ' 
497 
504 
'  511 
518. 
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,    •   fSTIMATEO  TOTAL  LICENSED  AND  ACTIVE  >HARMA(\lSTS  IN  CAUFURNIA 

•     /■  ^  ■  •  1^  1975  ■  1980V'  "'  "^"     1985.    '  " 1990^ 


TOTAL, CIC.  PHARMACISTS           #    /'    U861  I3e82\  '16758  '  .  20396 

ACTIVE  PMftMAChrS          V  "        10M9. ' 12078  r""""  *' 1^580  *  iin'i 

PHARFiflSTS  FkpH:i975  STftX.  \             0  #    892&  ri5y^  ^  '  66VC 

MW»A7ING  PHiJRM AGISTS    '  V'          0^  .1197  _     2W  •  3926 

•   CALTF,  6'RAOUATES  1976-1990               *  0*  7^  ' "  i   .  19$^. "  !   ■'^■■■^32V''  ' '  '''7178 

CALIF.-' PGP  UL ;  i  THOUSANDS)                 2-1206  [j.    22659  24363    '  26C98 

ACTIVE  pharm\  Per  100.000            _  4b'  .r;  •  . "  53  .  59  . 67 
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,  GRACUATES*  * 
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■  .  1 

1975  ; 

i                            .  •                » *  • 

•    ,        ^  .      ,  1976 

)■      ■      ■    .    .  . 

1        *  1977 
1978. 
^  1979. 

4-52  • 
"         471  . 

:  49U      •  . 

*    ■  .  .  » 

i.  1980 
A'  1961 
■  '    ,  1982 

:       '512  \ 

■'•■532 
'■     '    553  . 
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• 

/       .  ,  .1983  • 
1         >  I9dA     .  " 
1985 

575 
^  622 
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•   * ' 
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-  '  i9da: 

647 

^  '673     •   ,     '  • 

^    .     .          '  700       .    1  • 
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*  

1  . 

.  t 

.  1989, 

.     ■     '    -728       /    :  ,: 

::757.;  . 

■ 

▼ 
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Figure  H-7..  aTlfornta  Graduate  Growth  Sensitivity  •  Case  6 
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^STI'HATBO  TOTAL  LICENSBQ  AND  ACTIVE  PHARllACISfs  IN  .CALIFORNIA* 


1975  i9B0  1985-    .  ^"      •  1990 
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TOTAL,  UC.  PHARMACUTS  \ll86'r   '  13<^98  '  ^          '  22132 

ACTIVE  PKARMACISTS      V  ..   10319-  '      12178'  •      \wU3'      ^  19255 

PWARMACI^SfRUM '1^75  STOCK    '     ^  0^  "   8925  ^     v   TT55     •'  ^640 

MIGRATING.  PHARMACIST  .  ♦  •  '       0  '     .      U97  •     .    2m  \  'Amb 

CALIF.  GRADUATES  1976-1991);  .  •    Q  *'ZQ55  "    •4868  "*^'  - 

CALIF.  PCPUL*  ITHOUSANOS)     '  .21206  '   226*9  24363 

ACTIVE  PhARM.  PER  lOOiOOO-.  ■•'    i  A8  •      ^      53  •  6f 


26C9,a 
\  73 

i  I  • 


I 


"V         •         "  CALlfOftNirGRAOOATES 

 .„t..,7EAR^_  ..._.:.i.J'^-ACUAT.ES^;-     _J  . 


4975.  •  416  ,  •    ,  ,  .  X 

1976  .    /  ..^  444  ,  '  '       <  .  . 

1977  ■'^7^~~—^1, 

•^V  I9t8  •  ,    •••    506,       ^  '  '.' 

•     l979    ,    '  540 


•     ••  '     »  / 


1^80  .   577 

1981  *  614 

1982  ,  654 
1983"  697 

1^8^  .  .           ,     742     ,       ,   >  ^,      .  ,  I 

1985  -  ;       ■    \    790  " 

T-986  '        *:":  841" 
1'98IN  ' 


1988  .,    '  '954 


1989  •     t  1016' 

1990  .  *  1082 


•  o  Fgrrp-'SrCaTlforiila  Gfa'diiate  Tef etflopehsWitiF'CaseT 

-ERIC  ■    .  •  .  .  "       •     .  ,  .  720  , 


'ESTI MATEO* TOTAL  iICENSft^ANO\ACTlVEVHAW-ACISTi  ,IN  C4l/iFJRNIA 
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TOTAL  Lie.  PHARMACISTS 
"active  PhARMACISJS 
•    PHABKACIfTS  FROM  1975  STOCK 
MIGRATING  PHARMACISTS 
CALIFi  GRADUATES  1976-1990, 
.CALIFi  P.CRUL.  (THOUSANDS) 
■ACTIVE  PhARM,  PER'iOO.OOO 
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'imr. 
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0 

21206 
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•  .8925 
U9f 
2275. 
22659 
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18925 
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:.2499 
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CALIFORNIA  GRADUATESC 


YEAR. 


GRADUATES 


•  It.  'J* 


I9f5 

•  1976^ 

^    / I9r8  . 
.  /   1979  I 
.1980' 
*  1981  . 
1982 
1983« 
.  1934 
1985 
>        ■  1986  " 

••' 1988^ 

1989  • 

•  1990 


416 
^65 
.520 
:  582 
651 
128 
812 
906 
1011 
41128 
,  1259 

1568 
1750 
1953 
2180 


9' 


'figure  H-9.  Califowiia  6raduat?"GP0wth  Sensitivity  -  Wse 


APPENDIX  D.  \ 


'"  APPENDIX  n  .  .  ^ 

.  Me'thodol(^  and  Base  Case  for  Optometrlslj  Supply 

Projections  and  Migrat'ldn  Analysis  . 


Basic  Projec'ttofi  Methodology  . 

In  this  appendix  .the ;ipproach^ used  for  projectiflg  the  number  of" active 
licensed  optometrists  in  California  consists  of  twb  steps.    Ija  the  fir/t 
Step,  the  total  future  rtumber  of  license^  optometrists^  is  estimated\  In 
the  second,  the  pToportion  of  ^hese  iicense|f  optometrists  actively  employed 
in  optometry. is  calculated.    The  methodology  used  for  accomplishing  the 
first  step  Involves  l^ree  tasks.    First,  lossef'  in  thQ  curr^t  supply  lof  ,^ 
licensed  optometrists  due  to  ^itti^ition  from  des^-th  and  nonrenewal  of  licenses 
are  calcujated.    Second,  additions  to  the  supply  from  the  q^ected  flow  of 
in-migrating  optometrists  trained  outside  the  sjtate  are  estimated/  third, ^ 
additions  to  this  supply  from  the  expected  ^low  'Of  new  graduates  from  ♦ 
^California  school!  are  projected.  ^Using  this  methodology  to  project  the  . 
future  number  of  licensed  optometrists  Implies  a  model  reflecting  funda- 
mental age-related  changes  in  the  career  patterns  of  optometrists.^  This 
model'  can  be  expressed  symbolically  as:%  '  \ 

WCt'l  »  JOPCi,t)  ,     .  CB-1> 

^-    \      -        *  -     .  "      .  .  ■  "      .  • 

AOPCt)-  =  ?01>4[i,t)PCA|R,i)     .  V    ■  :■•  CB-2) 

^  ■•  .-.  •  ■  ■  .  '  ■      '  ■.  '■ 

OP(i,t)..-.O.Ci,t)  ^  MCi;t)- +  GCi,tj  .  ^.       .  CB-3) 

^oci.'t)"- bci-i,t-i)ci.dCi-i))ci-aCi-io)/     -  •  '      /'  ,  ^  cb-4> 

M(i,tj  -  OUSCt-l)PUCi;l)+M'Ci-l,t-l)  Cl-d(i-l))Cl-aCi*.l))  '  (e-S) 
.  CUit)  «  GCCt-l)PCCi-l)+GCi^l,t-l)(l-da-l)ni-aCi-l)y       I       ;  JB-6) 

with  ■•  '  ■  ■      . "  ^  -  v.  -  ■•".^  '       .;  .  '■  \  I'  ■ 

PUCi-1)  ».H'APCUCi-l)Cl-dCi4)ia^aCi-l^  '  (8-7) 

-'PC(i-l) Vl^(R^G)APCCCi-l)Cl-dCi-l))Cl.-aCi-r)y  .         .    :      V  //    .  -.(B-S) 


^Ahtre:  :  .  •.  -  ...     ^      ■•   ■    v  •  ^-  ' 

OP*(t)  .»  the  niwbW  of  optometid^wa  living  in  California  in 

\  tiin^pe^i^  t.      /  — -^^^  . 

'    Abj^(t)"»  the  nuinblifr'bf  actively^lgnpl^^ 
.^  ■  tine  perlocl. t.  '  .  ^'  ;  ^  " 

Q(ij.-1^)  a  t^e  number  of  optoytrista.  of  age  i/.licensed  an4  living  in 
/•  *  California  in.  time  period  t  ^stemming'  solely  froi  the  stoclc  of 

optometrists  of  yearri97S,  >  ^  ' 

P^,i)  «  the  conditioxpr  ^probability  \hat  an  optometrist  will  be  active, 
given  that4he  (or  she)  is  licensed  and  diving  in  the  state  and  i 


^ears  ojd  ^see  Table  BiiB)  •  ^;  ^ 

J*     ^  _^  licens^  ai 

Schools,  of  &ge  (i«l)  'in 


9(i-l,t'-l)  a  the 'number  of  optometrists,  of  age  (i-l)  license  an|k  living  in 

!    '        ^  Califoirhia  in -t^me  period  (t-l)  •   ,  •  - 

G(i-f,t-l)  a  the  number  of  graduates  from  Calif omik  kc 

'    .  ♦  time  period. /t^Ji^  * 


'       ^  0 


/  ■ 


M(i-I,t-13  «  ;tl>e  Ttumber  OT^ optometries  graduated  from  schools  in  other  states 


>  ^      •     time  period  (t-l)  . 

P(R|G)  a  the  conditional  pi^Aabiiity  that  f will  occur  in 
i  ;3I  -    Calif6rnia,  gi>^en  tmt  the  student  has  graduated  from  a  California 

'  school  (see  Table  .      .  • 

d(i-ll  r  'the  probability' of  death -for' optometrists  of  age  (i-1)  in*a  given 
time  periocl  (see  Table  B-1) .  'SL  '      .  . 

.  V  •  '■'  ■  r  ?  ■ .  '     ■  . .       f  ■ 

%  .         "a^i-l)  «  the  probability  that  an^optom'etrisr  of  age  (i-1)  wijl  drop  hi? 

0^  her  Ificense  in  a  given  time  period  (see  Table  B-1) .  :  - 

in-migtation,  rate , expressed  as  a-iprxiportion  of  nevr*-U,S'.  grad- 
'-  '  ^  ^  uates  tsee  pg.  B-3).  .  '  ..  ... 

.  -   W  GUS  =  estimated  number  of  U.^.  graduates'  less  base  case  California  > 
^      »    ^graduates  (see  Table  B-6) . 

-  -   GC>-=  tstimated  number  of  Caiifomiaf  gradi'iaty  ToV.i^  p-Aj 

APCU  »  estimated  age  distribution  of  U.S.  graduates. who  in4igi}^e  to 
Cali,forjiia  (-see  Table  B-7) .  /  '         '   '.  ' 

APCC  »*estimated  age  distribution  of' new  graduates  of  optometrist  train-  ' 
• ,  ing  prpgrams'in  California  (see  Table  B-7). 

#  .-■    .     ■•    .  •*('t  .  .  . 

Attrition  Factors  ,  '  ■  t>        '      ■  *  ' 

'•"^ — ':  ":   .   '  /       ■  •     '  •  •        .  • 

Table  B-1  summarizes  data  oa  the  total  current  supply  of  optometrists  ' 
-      licensed ^and^living  in  Caiifoi^ia.  the  age  distribution'' of  these  optometrist^s, 

.  ••     ■  •  •  ■    \   ■         ■  -   .■  •  • 

<■    .  •    '    ^  .  V  .  •  ■.  ■ 

••      ■  •   .        •••  72B   .  ,    ■   ■  '  .  ' 

ERIC 


'    *      ••••••  •   '  mJ     i  "  ■  ♦  ■  A    •  • 

the,  at^ri^ion  factor,  the  pypbability      siijyiYal,«is  bas^d  on -deatlf  rates^  ,5(k  • 

•  for  mal*^.    An  analysis  of ^data«fr^  '  ^ 

.few,  d'f ^anKyJ.surviv^^^  droppeq|r$jieir  14cense5t-|ffThus,  for  the 

4)as.9,  case^iliiysis/.  fche  Wluesiiof  •Ke^second  attrition  factor  i»  lable  B-1 
•  are  air  s^t  equal-  to  one*  '  .  *  ^ 

Tahlg  B-1;    Current^bpply  of  cSlHfornia  Optonietrist$,-  Atfriti6ff*Factors,^ 


vaf^d  Projectiion  ^flfer  Attrition 


< 

•  ■  •  > 

•  • 

•197$,  ^ 

Probability 

;  siiVviving 
M-d(i))?  % 

—  ^ — ^  —9—  * 

Probability^. 
<)f 

•  Retaining 
License.. 
.  .(l-a(i))++ 

OptometrTsts  .' 
Siirvi vino  and 
RiBtaininq  Lrlbenses 

Age 

<OP(fitV 

1980     1985  1990 

linder  30 

-  .  •  .  r 

'  .9982.  * 

-.r.oo.  ." 

.114    •  - 

30  to  38  - 

.•     496'  .  : 

.9978  .. 

'•1.00  .  : 

435-      2*99.  >11^ 

!:L24i_ 

•'•    .9945  -f 

•  .1.00  .  ,  J 

50  to  59 

766. 

.9858 

1.00  ■ 

•  ;  714-     679  549 

60  to  ftft 

.  '240  . . 

.9667 

1.00 

..  442     -  609    ^-567  - 

70+ 

135  .. 

'  .9428 

•     1.00  •  . 

■  2ft    ■  "l7  51 

■  Total 

2,988**  . 

2;5?2    2.314  1.887 

»             »                               *  • 

Age ^distribution  estimated  from  refer|pce  8,  p,  8, 

^'y*.  As  of  December  1975;  source:  Califorfiia  Department  of  Consumer  Affairs 
and  reference  15.  *   .       '  '  vi  vil.  -  ' 

£        Death  rates  are  those  for  males  takgri  from  reference  3,  pp.  8-9. 

Estimated  from*  references  8,  9,  10,.  and  11.  ^ 

,      .  .  --^    .j^:  .  I   hL-:-—  .  • 

 Tho-Mlgratiori  Rate  ■ —  — -tt  ^ —  — —  ^  ^ 


^     A  Study  of .  Ca^iforni^  bptoinetric  manpower  in  l969^  ^refqr^ce' 13>  found 

that  between  195S  and  1969  an -average  of  15.6  optometrists  in-migrat^  td^* 

California^ach  year.    Thd  estimated  nujnber  of  non-California  optometry  .  . 
'    '  "   •  ■  *'       '  '  .  ^  ■ '  ^      '        ,  ■ 

school  graduates  per- year  over  this  period  vJ^s  308^.  Thus/ 1«be  Ih-rtigration 

'*rate  of  optometrist|  trained  pUtside  the^state  to  California,  expressed -^iis .  • 

a  proportion  .of  optometrists  graduated  outside  the  state,  is  (IS, 6/308)= , 0506. 


^  ft . 


ERJC 


•  * 


72.4 


<^         In  reference  13  it  was  found  that  the  slate  of  residence  at  the  time  of 
graduafion  lafgely  determined  the  subsequent  state  of*practice.    Of  thtf  630- 
graduates  of  the  Southern  College  of  Optometry  between  1960  and  1974,  130  ,^ 
•were  non-California. residents  at  graduation,  while  125  were  cun^ently  resi- 
dents of  the^^tate.        ,  -  '     ,     ;  , 

*  •  - »  *  ^         ■  ^  y  •  •       •  ■  *  , 

,      Based  on  ^hesiT^findings,  the  probability  that  a  California  graduate 
will  practice  in  the  estate  of  California  is  equal  to :lhe  probability  that 
the  gradua;:fe  is  a*  resident  of  California.    Using  data  from  the\1970  to  1974 
:\   period^  jhe  probability  of  retention,  P(R|G)  , -equals  .818.    The  data  for  this 
estimate  are  shown  in  Table  B-2.    The  number  of  graduates' by  year  are  showri^  in 
#  Table  B-3.      '     -f.    ;  -       •        ■  '  ^ 


■    5cho(^l  - 

SJuthenn  Califoraia 
college  of  Optometry 

Number  of 
Graduates 

'   '  .  278     -  : 

California 
Residents- 

:  P(R16) 

University  of '             -  ' 
Californfawt  Berkeley  . 

/       -  204  * 

1970-74  Total     "  • 

.   '    •  .          "  — .  ..  \> 

*  501 

-**                            *  ' 

':  410 

  •  ■  

Source:    re/erence  1^,  pp .  "44,, '  46'. 


■^Table  R-3>  Graduates  of  California  Schogls  of  bp^'metrv 


Southern  California 
CulTbuu  of  


Lege  dt 
Optometjhy 


"  University 
of,  Le(iiTorma 
at  Berkeley 

•  '  -39 

^  '    '33  \ 

"  ■  51 

44. 

-  56  ' 


Year. 

1970 

1971 

1.972 

1973 

1974 

1975 


4. 


.49, 
52 
59. 
57 
61 
58 


Total 

88 

85 
110 

101  f 

,117 
111  • 


Source:  •  reference  13. 


Pr6jeot1ng  California  Graduates— Base  Case 

^     ^  •  ■      *  •   •      • . '     .  .  . 

to  estimate  the  number  of  California  graduates  between  1976  and  1990, 


*£t  is^assHOM  that  the  rate  of  growth  in  the  number  of  these  graduates  will 
b^'  the  same  as  the  rate  "of- growth  for  the  nation,  as  estimated  in  .r^erence 
4  (see  Table  B-6).  "^The  annual  rate  of  growth,  F(t),  for  eadi  f iVe  year  J., 
period  calculated  from  the  data  in  TTable  B-6  is  as  follows:  1976-80  = 
.0262,  1981-85  »  •0340,  and  1986-90  =  .0340.  Table  B-4  shows  the  estimated 
Jiumbet  of  California  graduates  by- year,  using  these  assumed  rates  of  growth 
^cording  to  equation  B-9:  ■  .  * 

.VGC(t)  =  6C(t-l)-f(t)  ;  '/:  .  \  (B-9).  / 


} 


Table  B-4.    Ci tiforni a  Graduate? <  Base  # 
Ca^e  Projection— 1975  ta  1990? 


JsjbjjiKLted^ 
California. 


Year -A 

.  Graduates 

•  1975  A 

111    .  ' 

1976 

.'ll3 

1977 

-  -lis  •. 

1978. 

'118 

1979  . 

/v:  121 

1980 

.     "  '124 

'  1981  r" 

128 

.1382  V 

•132 

r    1983  \ 

136 

1984 

140 

1985 

'\  144 

1986- 

148  •' 

1987 

153 

1988 

158  .  . 

1989 

163 

1990 

168, 

To -calculate  the  number  of  California  graduates  in  the  period  from  1976 
to  1990  who  will  obtain  licenses  and  both  survive  and  retain  licenses,  the 
retention  probability  P(R|G),  the 'survival  rates  (l-d(i)),  aftd  the  rates  for 
the  probability  of  retaining  a  license  (1-ati))  weH  applied  to  the  estimated 


fiinber  p£  graduate?/  The  age  distribution  of  the  .graduate^ used  in. these 

calculations  is  shomXn  Table  B-7.*  Table  B-S  contains  th^  estimated  number 

of  new  Caa if on\ia  graduates  wfio  will  be  optometrists  in  1980,  1985,  and  15^90, 

Qsing  thevmethodology  described  in  thifs  aippendix.     •        ■  .  ■  ' 
"■  ■     v-^-  '  ■  •  .  .  ,  . 

Table- B-.5.    Estimated  Number  of  New  California  Gradu-  ' 
ates  Between' 1976  and  1990--Base  Case 


«  Age 

1980  . 

1985 

1990'  ; 

Under  30 

269  ' 

i  394 

'      30  to  39  . 

y  183  . 
/'16  . 

603 

40*to  ^ 

49 

*^  234 

* 

50  to  59 
.  .      6^ -  to  «9 

r 

22 

"  ■■  -70.. .  ....  ■ 

*  Total 

-i„.999 

1.608. 

\ 


Projecting  Migration— Base  Case  .  "  ■ 

Using  the  migration  rate  and  the  estimated* total  number  of  U.S.  gradu- 
ates outside.  California  J^etween  1976  and  . 1990  (see  Table  B-6),  future  in- 
iiiigration  \^o  the^stat#  can  b^  projected.    The  age  distribution  of  in-migrating 
optometrists  was^ estimated  to  be  the  same  as  the  age  distribution*  of  optometry 
graduates"  (see  fabie  B-7),       ^  .       \  •  1 


Table  B-6 


Year 

'Total  U.S. 
Graduates 

^  California 
Graduates 

Non-California 
Graduates 

• 

1976 

891- 

113  ♦ 

•     ■    '  ' 

1977 

.  904 

115  -  . 

789  ' 

1978 

.  -924 

118 

.806 

1979 

'  956  , 

121 

835 

V 

1980 

988 

•      "  124 

864 ;  ^  , 

1981- 

1,022  . 

128 

894 

1982 

1,057 

132 

925 

^  ,    1 983  • 

^1  ,093. 

136. 

^57  S 

1984 

1,130  • 

990 

1985  . 

1,168 

144 

1  ,024  J 

.^86 

l,2t)8 

148 

1,060 

■  A-  ; 

^87' 

1,249 

153 

.  1.096 

•  1988 

1,292 

*  158 

,    1.134'  • 

•     1989  . 

1,336 

163  • 

1,173 

.  1990 

 A  

1,381 

.  1 68 

■  1,213 

ERIC 


Source:  reference  4  and  Table  B-3. 


N-6 


72? 


1 


Table  B-7.  Est1mate'(J  Age  Distribution  ^ 
^   of  Optometry  tSraduates 


Age 


Under  30 
30  to  39 
40  to  49 


Proportion- 

.080-^ 
.016  - 


Source:  .  esrt1mat.ed  by  INTERPLAN  from 
dentist  and  physician  data..,^ 


^    Table  B- 8  slj^ows  the  estimated  tofAl^nu^ 
to  Califomik  who  will  both  survive  and  retain  theJl|^liceJis,fe  iiiUj?58Q.-..r  "<.: 
198^,  and  1990,  using  thej  methodology  describBd  in  tliilk  appendix/  JfV  .^^^ 

Tab!  e  fi-8 .    Estirpated  Optometri sts  Ml gra t1  ng  to       ^  J/      •  . 

Using  Base  Case  Migration  Rate"  .  ,         '     '  ' 


Under  30 
30^10  39 
40  to  49 
50  to  59, 
60  to  69 


1980 
.120 


76 


f985  . 
.147  ' 
259  ■ 
20 


1990 
179 
419 
58 


70f. 


Total 


196.  - 


426 


696 


Active  Optometrists 


\ 


.  The  final  step  in  projecting  the  numb^er  oi  actiVeroptometrists  in  the 
state  :^s  to  apply  the  conditional  probability  that  a  licensed  optometrist 

will  be  activeJ^  the  total  number  of  licensed  optometrists  in  each, age  C 

•  '      .  ,  ■     /  ....  ^ 

group.  The  values  for  this  conditional  probability,  P(A|R,i3,  calculated 
from  the  actual  ^973  proportion:  of  active  optometrists  in  each  age  group, 
are  shown  in  Table  8-9^  '  ' 


EKLC 


728 


"Ti-*-7. 


f-  4 


Table  B-9; 


Conditional  Probability  that  a  Licensed 
fcallfbnila  Optometrist  In  Agie  Group  1 
Is  Active 


U  Age 

V  P(Al^.l)  J  ' 

 " — 

Under  30 , 

"1  .951  * 

M 

> 

30  to. 39* 

I   1   r966  - 

'        .40  to  49  - 

.899' 

V  .   .50  to  59  ' 

.891 

'             60  to  69  ' 

70f.    -  . 

.535.  .  - 

Source:  reference  8,  p.  8. 


The  resultant  estimated  number  of^ active  optometrists  4n|ealifomi^i  in  ' 
1975,  198i.,  1985,,  and -1990  is  shown  in  Tdble  B-10,    This  table  ajsp  cdntaiiis  v. 
-itheltptal^nijpberLofL:optometxists«^license<L-and^^ 


years,  and  the  nmnber  and  pjBrc;pntage  of  active  optoinetfis.ts;who^  are^:surVi>ting^ 

1975  oj)toinetrists,  nho  will  be  migrating  to  California  Ijetween  1976^ and  ^990, 
or  who  i|^l  be^gT^dUatirig  from  Cali^ornta  pp.^c^^^      'tfaining  programs. tetwieri: 

1976  and  1990.    Th;<^/bo|1;pm^  liiie,  biFvtJfe  ^^e' lists  ,the  numbei*  bf  ^ictive   *  ' 
optometrists  per  100,000  pertfSfts.    The  estimates  of  the /future  jiyqiB^^ 
active  optometrists  in  California  are  analy\zed  and  evai^ig^ad  ijp  t|ie*  secti 
on  optometrists  in  the  body  of  this  report.  '  '  -  ^ 


!;••;••....,- 


m 


t': 


1.; 


.r 


Table  B-lO.  'BasejCase  Estimated  Total,of  Licensed* and  Active  Optometrists  in  Wifornia  'in'l975,  1980,  1985, 
'  :    and  1990.      .  jr  ■ 


..'     'i  . 


i 


 /■  ...    ..  :    \'     '      .,  "'■^  r-T  — 

*  '  '  -1975../  '  '  1980  •  I1985  >  V  ''tI)()  • 
y,  ..      .   'Nunber,  X     'Number   1     , Number .  r '   Number  2 


Total'Licensed  . 
.",  Optometrists' 


Active  Optometrists 

'Surviving  and  Litod 
,:  )975.  Optometrists  , 


Cafifornia:firaduates 
i-1991)''  . 


...  i'^ 


3,257 

i 3.741 

'  639' 

2,916 

100.0  ' 

'  • 

.  3,35-t) 

TOO.O'' 

J  ■ 

V 

;  2,280  " 

76;3 

i,988' 

56  j  ' 

/ 

■  187. 

/.■.s,501. 

O3.0' 

r  ^  ' 

t 

16.7' 

'rM' 

* 

30.3  ' 

,21,206' 

.  22,659 

24,363 

!'•■•'<.'.■>  12 

t  ' 

1,584,  39.4 
663  18.3 

1,5.30  M2.3 


26,098 


14 


.  f 


r  I 


■    ■■.>  .>-vVV  ;/;  v*^.  vV^:.  ' 


4^ 


;Er|c  ,    ;v'ld>;Si:>if  f' 


,  ^  . 'APPENDIX;  ,n  ;  .-  .  " 

;  Senili^lYlty  Amalysis  of  Future  California  Op trfmetrist  Supply 

■    '.  "  .        -         ■  "    .  ■  "  ..  ■   .  .  .         V.  »  ■"  , 

,       ■      ■         -      '■  :  ■     '         .        ,  X  ■ 
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Ainn^al  Job  jOpportun- 

OpportiJtn-  Itled^ 

itles   , '  ^  Ratio  * 


Fresno: 


FhyBlclans...  , 

Hurses 

Dentists 

Opt^oEBetrlstB 

Pharmacists 


247 
^464 

'88  ^ 
124 

14 


134 
615 
44 
34 

-  33 


381 
1079 
132 
•158 
'  *7 

ill 


9.28 
10.61 
10.12 
16.72 

4.95 


Moatemy:    Ph^fslplaos  '82 

'  Nurses      '  221 

•"  .Dentists  »    "46  ^ 

>.  OptoiOetrlstB  '      ;«  15  ' 

.     '     PhatmaclstB  13 


*70 
321 

3& 
7 

16 


152 
542 
.  82 
'22' 
29 


6.71 
10.11 

7;32  ' 
10  .35  , 

6.36 


Sftcrs- 
menco: 


: Physicians 
tfurses  ' 
.Dentists 


308 
574 
■191 


OptooetrlstB '  .  ^  87 
Pharmacists  41 


263- 
1099  / 

99  - 

37 
.  77 


>  571 
i"673. 

290 

124  \ 

m 


114 
335 
58 
25 

-24, 


6.73 
8,8.8' 
9.84 
10.82 
5.38 


'  San. Fran*- 

'Physicians  /  ' 

890  ' 

-  U54. . 

•2344 

.'^\-469 

4.80 

Cisco/ 

Nurses   .  r 

1484  . 

'  '5056  -. 

■ '6540  • 

•  1308 

.7.-31  . 

^  Oakland: 

'  Dentists 

740  ' 

597' 

1337  . 
382 

267 

.  7j10 

N 

Opt^aet^lsts  - 
Ph^rnuiclsts' 

;  274 

iOfl 

H.  .. 

.  \.  ll-.64 

'  lU  ;  •  ' 

"  ,359. 

503 

loi 

■  f 

— — »->  _ — ^ — s- 

■# 


San  . 
Joaquin: 


Physicians 
Nurses  ^'  • 
Defitists 
Pptooetrisfti 
Pharmacists 


81 
217 
16 
21 
67 


91 
493 
35 
.12 
78 


172 
710 
•51 
33 
i45 


mo 


34 
142 
^10 
7 


■5'73 
8.il^ 
4.31 
8..87- 
6.73 


^an  Jose: 


Physicians  '  421 

Nurses   ■  1308" 

Dentists  '  322  - 

OptomieitristB  103 

Pharmacists  , 21  . 


450 
1989^ 
•  185 
•  47 
96, 


\  4 

•  871  ■ 
3297  ■ 

■  '  507 
,15lO 

\-  117 


174 
.  659 

.  loi 

30. 
23 


*|  «   fStan^frd  Metropolitan  Statistical  Area, 


**One  hundred  times  the  tatio  of  ^he  average  Job  oppSrtunlties  tt  197j 
en^loym^nt  level.  ^  •  i    •••         •  ♦ 

Bourcy; '  Advance  Report  on  Manpower.  Employment:  Development \Depkrtment,  NoriSj^rn 
»i  *    California  Employment  Data  &  Research. (3^f ice,  Sdn  Francesco,  Dec*.  1775. 


jB  opportunities  .from  industrial  change  &  REPLACEMENT  NEEDS  FORr  SELECTED 

HEALTH- PROFESSIONALS  IN  SbUTHERN  CALIFORNIA  S.M.S.A.'S*,  -1975-80    ♦     .        "  .  ' 

•  ■       -x    •  ■      ■    .-•  ^-  • 

.                                    Net  Demand  •   Replacement.    "  Total  Average     .  *  Job. 

^f.  ,                V     *  V      ,        from          Needs  Due' to  -   Job  '  '/Smual  Job  ppportdn- 

*1^S*M«lr.A»  '   Occupation       Industry.   *^b6r    Force^  .Opport;un-  '^ppprtun-          ities^  ^ 

Change       ^epawtions^    ities  ities  if       V  Ratio**  ^ 


Los 

,j^g.^les : 


Phiysicla^ns 

Nurses 

Dentists  ' 

^tometrists 

Pharmacists 
—  ^ 


not 


a  v  a  i  jC  a  b  1-  e 


JCern:      *  Physicians 
.  Nurses 
Dentists 
'  Optomerrists 
•  '  Phanbacists 


.  4 


.  n  o  t'      avail  abvle 


t  '  ■ 


Orange:   .  Phy|icikn8 
.  Nurses ■  ,    . . 
it    ,  .      .  Dentists  ,  • 

Optometrists. 
.      -  PharioaQists 


438 
1606 
293 
133 
13^ 


526 
2i70 
.4  197 
.  79 

121 


964 
3776 
490 
212 
253 


5.54 
Uo.49 
Vs.  06 
'  8. 24 

7.71 


San  Be'r-    -Physicians     .'  223 

nardino:      Nurses  617 

Dentists  133 

Optometrists  77 

-   Phannac:^ts  47 


297 
1645 

U3 
.  48 
.  76 


520 
2262 
246 
125 
123 


.  5. .26 
.7,86 
>  6.89 
»7.96 
5^69 


SanVDlego : 


1^' 


Physiq^Lans. 
Nurse?  r 
DetftiSts  " 
Optometrists 
Pharmacists  -  ' 


506  . 
1723  , 
.  164 
70  •-. 

,92 


.  478  984; 
•X  218(y:—  .  3903 

.  -     17^■'?::•^/:^-  337 


.197  • 
781 
67, 
21  ■ 
41 


-itj.aa  I 

;6:-06  " 

9.27,  . 
•6.53  ■ 


;^nta 

Physicians 

82     .  ' 

|p:79  ■ 

■36 

.5.58  ■ 

Barbark : - 

Nurses 

508 

12.33 \ 

•  •* 

/Dentists  ... 

•■  •35>..- 

14!% 

'3.96 

1^            m  L 

#  Op  tomet rls  ts' 
•Pharmacies 

61 

,19 

■'           ■  7. 

20  ' 

.39  ' 

14 
8. 

•6^05. 
.  ^V7^9 

Vent  lira: 


rPhys^cians 
Nur^s  •  '  , 
Diiptlsts  . 

. Optometrists 
Phapnaclsts 


28 
•272  » 

-7/ 


' .«  553 
53 


132 
■'  825 
44 
.  16 
jL19- 


26' • 
165, 

9';  ■ 
:  '-3  •  -V 
..  i4  . 


/ 


,.4.69, 
8.66 ■  ^ 

i  3.61 
9.76  ' 


"  *St«nd«rd  Metropolit.an  Statfistiqal  Area^-.        '  .  . 

**0ne . hundred  times  .the  ratXt)  of," the  average  job  opportunit"les\to 

Source:    Employmeniii.  Development  Depatttment,  Southern  California 
*  ^Research  Office,.  Loi  Angeles,  December  1975. 


1975.  employment  level; 

/    .    '  ■  i*        '  '  '  .    .  '  r' 

Employment  Data  &•  ^ 


DETAILED  OCCUPATIOllAL  EMPLOYMENT,  CURRENT  AND  ANTICIPATED  BY  MAJOR  iofCAL  PROEESSIONs' 
/  -  FOR THE  STATE ^OF  CALIFORN^U^ 


Occupational, 
^  .  Category  . " 


,♦ 


Total, -a^l  laduBtrles   *  Agriculture       Minlhn  -' 
.  Forestry 


■DfentiaW*  .'. 


'.'        '  OptometrlstB  ' 


Phannaclflts  .  ' ; 


Phyalclasa  and 


■  'Jlaherlea .  . 


.  4980  ;     1975    '  1990^,  Z  1975  198I)' 


16413  ','19024 


'  ;5204 ! 


lllU  121:79 


47905  .  546jL6 


'0'  0 


.0  •. :  Q 


or^o 


0»  0 


Reii8fbted;iJlur8e?  ,     108019    122789      ,  34    •    28     *  13  14. 


Consfoiction  ,  >  Manufayrjut  ' 


/ 


4975   1980  y^l975  1980 


0  'D 


17  •    21  .  " 


■■.0*   o  '  j-.  ■  o:  ,,D 


0  .  .;'  79  r  l(JO<?Xt:: 


1  ^' .  loe  '"  i2i-'' 


i 


16     18      illl  '1171 


Traiisportatlon 
Copunlcatlbn-&  Utilities. 


Public.' 


Trade  '        .Finance  •  Services 

Insurance  &  Real  jJtate  •        , ,  Admlnistrati'on 


I)e,ifti8t8 

•4,.  . 


4  ji  'a 


0 


Optooetirists  /  y 

Fbamiiclsts  . 

■  . 


^1 


■ft  •• 


0 


^.0 


*  '16 
i  162 


D;. 


Physicians.  ,i'Jdtebpathfl'  '  ,6;  «  .  .  '6' 


16  0  0 

208  0  0 

9492    10463  '  0*  0 

'  I  ■ 

81.  '     ^77  .  '43  43 


y  ■ 


'  .Registered  Nurseisi    '     245 , "  2)0 


•161 


SOURCf 


:  '^loynien*^ 


189  '  '  159  192 


Develofllient  QeparttDent,  Sacramento,  December  1975. 


16233  18K«^0    r.:0  , 

3835  #!3^:0      0  ' 
\. 

1471   1535,   '71-  '  ,81  .,  " 
47223.  ,538^9  '   44V  '  490''m 
IW  119650  '1091  •  '1255  ■. 


.753  ^- 


'  •  OBT^LED  OCCUPAnfiNAL  MttTMENT^^OIRRBNT  AND  AMCIPAm,,!^^^         HEALTH  PROFESSIONAiS 

■  '  \ 


,Iir  SOIlTHERN  CALIF0m.S.M.S4:'lS*,;197j|^ 


'  ♦     -J^  ' 


\ 


S.M.'S.A.  OQcupaUoh 


J 


\li08  ^  Ihysicians 
lAngeles:  ' ' 
^  '     .  Nurses 

n       Dentists  ' 

V    '  Optooetristii 

Phaincists 


75 


75 


75 


HH 


a  ft  R 


->•} 


,6  fl 

9  ni 
0 


Cft 

I  ft  » 

■H  3  a  Hi  3 
H.»  C  0  (D 
rt.  fi  S-fl 
p.  1^1  pi.  0 

•  S  7 


I 


n 


ft  vtt.a 

rt  to  U  S 

3  ft 
0  V 


H  U 

3.0 


*•  Kernj'  Physicians 
•^t     "  :Nurses' 


75 


75 


i 


10 


rsr 


4 


,  '  Dentists 

Optometrist! 
v-  Pfiianiacista 


75 


f 


7 


■  -r 


75 

8r 


5 


75. 


Orangiei  Physicians 


'  .,  Wses 
/Dentists 


'3918. 


■  0 
0 


0 ' 


7199 
S805 


5 

4.; 


6,. 

:  9  . 


5 
5 


■■•■iV. 


.  OptonetllstB 
'Phaiiaclsti. 


1219 
•1512 


•514 

6.47' 


0 

.0 


106 
116 


'  6 

-A 


3429 
3857  , 


<  29 


.  0 
0 


4 


0 

0' 


W 

8615 


36 

^   '47  J 


0 


0 

h  0 


0,"  v; 


0 
0 


0 
0 


.  56^^i 


0*if 


1212 . 
1498 


7 

14 


0  ' 


:474 
'^1591 


■0  ■ : 

'  0  • 


75 


,  657. 

'•'789 


•  0 


•ft 


,  0 

0. 


•  10, 


'  0 


546 
<655 


0 


9-2 
105 


15.' 


,  m.^  >  Physicians' 
'•..Bernar-' 

•i.diiqiijy  'Nurses'  ^ 


75 


1976 

m 


0,  \ 


^  :o 

'0 


0'. 
0 


0- " 


75 


'5755 


JL 


J2. 


'    0  ■ 


1966 
2189 


iio 


ERIC 


,.6373' 


7 


•>  ,0 


41' 


•  13 


62  . 

fo2  ^ 


•  ERIC 
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DETAIUDOCaiPATIONAL  EM^OTHENT,!^^  f  .' 

■  •    •  .  Hi  NORTHERN  CAIIFORNIA  S.M.S.A. 's'*,  19)5  AND  1980 '  ' 


*  '  -14  ft  "  .      '.V.  WVCl  / 


1  I 


fntisto 


,  •  - },    fl  .'Dijbjiet'rlttfi  75 
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75 


7i 
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V  -  y  Phys-lcians  ' 
QRt))iDefitift£  75 


(B  H 


TO 

•10663  ': 


1  • 


W.ft  ft 

■H  •■ .  p. ; 


■297' 
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'2955  ^  *  V;' 
3376  Iq' 


"0  , 


0.. 


(T'T 


115 


ft".  -^B  i3  "0 


.1690, 
1835' 


'408 
'  473 


Ma 

45a. 


H  W 

.3  (J 


9625  ' 
10498 


3721 
4459 


1685 
1899 


69 


2903 
3318 


6^48 
_Z21i 


.1118 
AM. 


'SCafidardlj^.tropo^tajiBtatlstlcal 
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•jDET^lilED  OCCUPATIONAL.  EMPLOYMENT,  CURRENT  AND  ANTICIPATED  FOR  SELECTED 
.  .  HEALTH  PRO^SSiONALS  IN .  CALIF0RN;A  S  ,M.'s i A.  S  ,  19 7-5,  &  1980 


■t  ■ 


Ph:j, 


slclans 


1975  1980 


■ '  Fresno         "'  82r  - 1.068 


Monterey 

Sacra-. . 
fflentp  \^ 

*         •  « 

S,F.7 
Oakland 


453  :-535 
1698  .2006 

9773*10663 


Sdri  Joaquin  600  68i 
San  JoM.  •      2955  3376 


Los  Angeles 

Kern    .       "       .  .  • 

V  OraMe  3480  '3918 

C_5s/Bemar-  19-76  2200' 
dln6>   ,  ■ 

•San  Diego-.  '3111.  3616 

Santa  Bar-  642  7i4 
Jbara          ^*  ' 


Registered 
Nuriaes 


1975*  1980 


2034  2498 
•1072  1294 
3766  4340 

•  \  "   ; .  • 

17899  19303 

1710  1927 
"mm 

6678  7S(86 


7199  8805 

5755  63J3 

.  .  "  '• 

7175  8899 
1670  •  2178 


iDentlBts. 


1975  1950.- 


26i\  349 
224  270 
589  |81 

37,64  4503 

25b  253 
1118  1440. 


121?  1512 

714  846 

1112  1276 

.242  '277 


■Optometrists 


1975^  1960 


189'  .313.'. 


.58 


i29    .  316 


V 


656  931 

74  *  96 
297  399. 


514  ■  647 

314  39L 

229  299 

22  83 


1*^ 


Pharo^cl 


1975  J,98d 


190  ';204 


91  104 

• '  •  ■  4- 

439  :  480  . 


2067    221-J,^.  - 

;  .  .■.•.'>:.v-- 
431  A9«' 


-  ,  559  580 


r 


657 
432 


631 


.789  • 
479 

723' 
129 


Ventura 


715,  742. 


1905  2176 


368  359 


92 


244  316 


TOTALS 


f-    .*Standard  Metropolit^an 'Statistical  Area,  t  .       .  ...  , 

•    .  Source:  'Advance  Report  on  Manpower. •  Em{)loyment  Development  Department ,  Northern 
'  .    California  Employment  Data  &.  Research*  Of f ice,  San  Francisco,  Deer.  1975. 
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